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ETIOLOGY OF IRITIS. 


BY W. M. 


ZENTMAYER, 


M.D., 


Surgeon to the Wills Eye Hospital, Philadelphia. 


Not many years since the recognized 
causes of iritis were few, and the clinician 
considered the cause in a case as obscure 
if inquiry failed to disclose a history of 
syphilis or rheumatism. To-day we find 
the etiological list includes, besides syphilis 
and rheumatism, gout, tuberculosis, gonor- 
rhea, diabetes, nephritis, malaria, some in- 
fectious fevers, anemia, autointoxication, 
sinusitis, and, in distinct classes, trauma 
and sympathetic inflammation, adolescence 
and senility. 

In many of the above conditions the 
iris is not involved primarily but because 
it is anatomically a part of a. structure 
other portions of which are far more sus- 
septible to systemic disturbances, as a 
result of which it becomes secondarily in- 
volved. 

Notwithstanding that improved methods 
of research have so broadened our etio- 
logical view, the fact remains that the 
cause in at least 85 per cent of all cases 
of iritis may properly be assigned to 
syphilis and rheumatism. 

Syphilis is the cause in about 70 per 
cent, and is an excitant in both the sec- 
ondary and tertiary stages. The iritis 
may occur as a congenital, a hereditary, 
or as an acquired condition. 

Congenital iritis is of very rare occur- 
rence. The inflammation has, however, 
been observed a few hours after birth, so 


that its existence as a prenatal condition 
cannot be doubted, and the later appear- 
ances of syphilitic symptoms have in every 
case given the clue to its origin. 

Hereditary iritis is likewise very un- 
common, but has been seen at the early 
age of six weeks. The possibility of 
hereditary iritis being also due to the 
bacillus tuberculosis must be borne in mind. 

As a lesion of acquired syphilis, iritis 
appears almost always as a_ secondary 
manifestation between the second and 
eighth months of the disease. 

In the absence of a history of syphilitic 
infection or of evidence of the disease it 
is impossible to be at all certain as to the 
cause of the iritis, as distinctive signs do 
not appear in all cases. Should the dis- 
ease occur in an adult in a bilateral form, 
or become so, and be of a plastic type, 
accompanied by severe nocturnal pain, it 
would suggest a syphilitic origin; should 
condylomata form.in the iris, they would 
be almost certainly of such origin; should 
spirochete pallida be discovered it would 
be conclusive. In the tertiary stage gum- 
mata may appear. 

Rheumatic iritis forms the second large 
group. It occurs generally as a compli- 
cation of what is commonly called chronic 
rheumatism. What was said of the lack 
of symptoms diagnostic as to cause in the 
case of syphilitic iritis is equally true of 
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this type. A tendency toward recurrence 
is believed to be suggestive. 

Gout as a cause is certainly very rare 
in this country. An insidious form of 
iritis in a gouty subject would indicate it 
to be a part of this protean disease. 

Tuberculous iritis is of necessity a sec- 
ondary condition, as primary infection 
could result only from the almost incon- 
ceivable occurrence of traumatic convey- 
ance. The tuberculous nature would be 
determined by the nodular growths in the 
iris, reaction to tuberculin, and by the 
success of animal inoculation. Nodules 
have been observed on the ‘iris in leprosy. 

Gonorrheal iritis occurs usually in as- 
sociation with joint involvement. It prob- 
ably does not appear as a complication in 
one-fourth of one per cent of cases of clap. 
The origin of the iritic inflammation 
would be determined by the general symp- 
toms. 

The frequency with which iritis occurs 
as a complication of diabetes varies. It 
has been seen by one observer in 5 per 
cent and -by another in 20 per cent of 
cases. It appears usually as a mild puru- 
lent type. A serous type has also been 
observed. The author has, in one case, 
noted severe iritis of a recurring hemor- 
rhagic form after iridectomy in diabetes. 
A few instances of iritis as a complica- 
tion of nephritis have been recorded. 

Iritis as a complication of malaria is 
seen but rarely in this part of the country, 
but is probably of more frequent occur- 
rence where paludal fever abounds. Iritis 
occurring in the course of infectious 
fevers, herpes zoster, and cerebrospinal in- 
flammations is usually of a purulent but 
may be of a serous type, and the iris is 
involved as a part of the uveal tract. 

The strides that have been made in 
physiological chemistry have disclosed in 
many conditions the heretofore obscure 
cause. As was to be expected, the work- 
ers in the science of ophthalmology were 
early in discovering that these conditions 
of disturbed metabolism were responsible 


* concerns iritic inflammations, a form in 








for many cases of uveal disease for which 
no better causal explanation could be previ- 
ously given than idiopathy. So far as 


which the attacks are, recurring or re- 
lapsing, occurring usually in healthy indi- 
viduals, has been shown by Elschnig to be 
due to autointoxication. 

Disease of the accessory sinuses has 
been held responsible for so many ocular 
affections that the claims of enthusiasts 
have made the judicious grieve, so that 
it. seems strange that there should be a 
diversity of opinion even among partisans 
as to the implication of those very struc- 
tures which from the anatomical relations 
would appear to be peculiarly susceptible. 
Some very careful observers who have 
particularly studied this subject have failed 
to detect a single undoubted instance of 
uveal disease of this origin, while others 
have frequently noted it. 

Traumatic iritis: In a large majority 
of cases traumatic iritis occurs as the re- 
sult of extensive injuries or operative 
wounds involving other structures besides, 
so that it needs but to be mentioned. 
More definitely of this type are those 
cases of congested or inflamed irises from 
contusions of the globe. In this category 
(traumatic iritis) might be mentioned 
ophthalmia nodosa, in which the iris is 
involved. 

Sympathetic iritis: This should be 
viewed as the anterior expression of a 
uveitis, and for that reason will not be 
gone into more fully. 

A peculiar, stubborn, insidious inflam- 
mation of the pigment layer of the iris 
occurring in female adolescence has been 
described by Grandclémont under the term 
“Uveite Irienne.” The writer has seen 
an instance of this affection. There has 
been described as senile iritis an insidious 
form of inflammation occurring in the 
aged characterized by unequal involve- 
ment of the two eyes and a mucopurulent 
conjunctivitis; the latter disappears, and 
is followed by profuse lacrimation. 














IRITIS IN GENERAL DISEASE.! 


BY BURTON CHANCE, M.D., 
Assistant Surgeon, Wills Hospital; Ophthalmologist to Germantown Dispensary and Hospital, Philadelphia. 


No other field in the body presents 
facilities for study equal to that of the 
eye, for in this organ we have the oppor- 
tunity to examine sensitive and specialized 
tissues in all the palpitation of their func- 
tional activity. It meed not be wondered 
at therefore that systemic affections are 
likely to produce derangements in the 
structure and motility of the iris, and it is 
important to observe that such derange- 
ments have been noted as having been 
manifested early in the course of general 
disease. I have noticed transitory hyper- 
emia and immobility of the iris in the 
early weeks of typhoid fever and in epi- 
demic cerebrospinal meningitis; and again, 
in the stage preceding the chill in malaria. 
Pronounced inflammation of the iris and 
ciliary body may occur, however, as an 
accompaniment of profound dyscrasias, 


and so prominent are the symptoms that. 


we apply to them the name of the general 
disease. ° 

As might be expected, those diseases 
dependent upon the evolution of micro- 
organisms within the body are likely to 
produce disorders in such highly vascular 
structures as the iris and ciliary body; 
consequently. we may assume that all cases 
of iritis and iridocyclitis, not dependent 
upon traumatisms, have as their causative 
basis a general toxemia. 

It is not my purpose to dwell long on 
the main clinical characteristics of iritis, 
such as we see at the Wills and other spe- 
cial hospitals, but to give a brief outline of 
their occurrence in the course of general 
disease. 

Syphilis —Iritis is seen in hereditary 
and acquired syphilis. In the former it is 
seen during the first two years of life, at 
about six years of age, -and occasionally 
it manifests itself for the first time in late 


1Read before the Wills Hospital Ophthalmic Society, 


March 11, 1907. A “Symposium on Iritis, 





adolescence. In these latter groups it 
may occur alone or along with interstitial 
keratitis. One or both eyes may be at- 
tacked. Attacks of iritis in infants and 
children if not traumatic are almost in- 
variably due to inherited syphilis. It is 
rare to see simple iritis in children, but it 
is commonly found secondary to keratitis. 
Jonathan Hutchinson observed it more fre- 
quently in girls than in boys. The few 
cases: I have seen have been in boys. 

I believe the infection may lie dormant 
until late in adolescence, and then break 
out when some unusual psychic or physical 
strain is laid on the individual. In the 
form seen in older -subjects the ciliary 
body is implicated, so that it is really an 
iridocyclitis that we have to deal with, and 
the cornea, too, may be involved. Both 
eyes are usually affected, yet not simul- 
taneously. The diagnosis is sometimes 
difficult, for the family history may be ob- 
scured, and the patient may have perfect 
teeth and be free from scars, though oc- 
casionally there may be deafness and there 
may be signs of a long existent but low- 
grade disease in the choroid and retina. 
We may suppose that there have been 
earlier attacks of iritis because the iritic 
changes are usually more extensive than 
after a primary attack. I have noticed 
this variety more frequently in girls— 
may it not be that they have had a simple 
iritis in infancy which has been over- 
looked ? 

In acquired syphilis, iritis, or irido- 
cyclitis, may be met with at two periods, 
either within a year after the infection, or 
at a much later time. It generally de- 
velops as a plastic inflammation, or as one 
which is accompanied by the formation 
of gummata. Usually it occurs at the 
time of definite general manifestations, and 
until these signs accompany it, it is diffi- 
cult to decide upon a correct diagnosis as 
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to the causation. At the outset the in- 
flammation is limited to one eye. At times 
one meets with iritis in the tertiary stage 
of syphilis ten or fifteen years after the 
original infection. Here are found ex- 
tensive disseminations of the infection, and 
usually both eyes are affected and all the 
structures of them may be invaded. 
Rheumatism, Gonorrhea, Gout, and Lith- 
emia.—Iritis may develop in the rheu- 
matic, nevertheless it is rare in rheumatism. 
I could find no account of its occurrence 
in rheumatic fever prior to 1903, when 
Forster reported a case of iritis in acute 
rheumatism in the British Medical Journal 
for March of that year. And, at the meet- 
ing of the American Ophthalmologica] So- 
ciety in 1905, Hiram Woods detailed three 
cases of recurrent iritis in which acute 
inflammatory rheumatism was the cause 
of the original attack, and he attributed the 
iritis in one case-to hereditary tendencies. 
It is rare to find it in infants or young 
children; the subjects are usually in mid- 
dle life or in old age. The onset may be 
slow and insidious, or rapid and violent. 
The victims are seized usually in the win- 
ter and spring months, for they are 
susceptible to damp weather. The symp- 
toms present no specific characteristics of 
this dyscrasia, except when the joints are 
involved the eyes may be well, but when 
the joints are well the eyes may be af- 
fected; and the joint symptoms associated 
with the iritis are usually fixed and not 
fugacious like those of acute rheumatism. 
In time we shall learn that rheumatism 
is a bacterial disease, and the organism 
causing it will be definitely isolated. At 
present several organisms are capable of 
producing joint affections, and they may 
lie dormant for a long time. Frequently, 
when iritis attacks young men who are 
free from syphilitic taint, but who have had 
gonorrhea, and who have presented inde- 
terminate rheumatic symptoms, the arthritis 
is an infectious process capable of per- 
meating the system; and I believe the cause 
of the iritis is the gonococcic material. 
The gonococcus may remain inactive just 
as other organisms do, and when it in- 








flames it may assume protean manifesta- 
tions. An instance of some moment to 
me came under my observation recently; 
it was that of a young man who had had 
small abscesses, like boils, which when 
they were incised were found to contain 
an abundance of gonococci. We find in 
some cases, therefore, that there is a 
distinct connection between the general, 
disease and the inflammation of the eyes. 
Here there are pronounced joint symptoms 
which have set in several weeks or months 
after the urethral disease. The iritis usu- 
ally recurs with each fresh attack of 
urethritis; there may be exacerbations, 
however, without there having been a 
fresh contamination, for we now know 
how profoundly the system can be in- 
vaded by a single injection of the gono- 
coccic material. Perhaps a_ thorough 
search of, the history of many of our 
cases of recurrent iritis will yield a posi- 
tive admission of an early blennorrhea. 
I do not dare to state that all such cases 
of iritis are due to gonococcic infection, 
for, as I have already pointed out, recur- 
rent iritis may be due to rheumatism. 
Gout.—It is doubtful whether iritis de- 
velops in true gout. I have not seen the 
gouty iritis, described by the older writers, 
which my first teachers warned me to 
look for. I hesitate to classify as gout 
those irregular cases which present symp- 
toms of the so-called uric-acid diathesis, 
dependent upon faulty metabolism, to 
which we apply that vague term “lith- 
emia;” nor those of that other group, also 
dependent upon disturbed metabolism, 
through which insufficiently oxidized sub- 
stances are absorbed into the system from 
the gastrointestinal tract, and to which we 
now give the term “intestinal autointoxi- 
cations.” We frequently see iritis in per- 
sons whose condition can only be resolved 
into one or the other of these groups; and 
the attacks may recur repeatedly until the 
defective food or tissue metabolism has 
been eradicated. Accordingly, in my judg- 
ment, the term gout should be reserved 
to be applied to those cases in which the 
family have had podagra, or in which the 

















the facts of 
the 


personal history discloses 
acute and chronic inflammations in 
joints with deposits in the cartilages. 

No doubt many’ cases of “hot eye” of 
the olden times were really such as we 
would now class as glaucoma—a corollary 
upon a previous statement of mine, that 
essential glaucoma is a part of a systemic 
disease. Nevertheless, competent observers 
have declared that 
gout; but before accepting this dictum as 





iritis does occur in 
final we must exclude rheumatism, gonor- 
rhea, and syphilis as other probable causes. 
tuberculosis is 


less rare than it was once thought to be. 


Tuberculosis —Iritis in 


It is found in scrofulous children and in 
adolescents with enlarged lymph glands, 
who may or may not have demonstrable 
tuberculous deposits in their lungs. It is 
difficult to decide whether it is a primary 
or secondary disease. It may supervene 
after an attack of measles in a child of 
low vitality. Death may ensue from mili- 
ary tuberculosis or from meningitis, if 
not from simple phthisis. It appears as 
localized or as multiple disseminated 
nodules, and it may be difficult to decide 
whether the nodule is tubercular, gum- 
matous, or of hyperplastic formation. The 
anatomical as well as the antecedent per- 
sonal and family history must be studied 
before coming to a conclusion, and the 
effects of a prompt and vigorous course 
of mercurials observed. 

At the meeting of the British Medical 
Association in July, 1905, Jessop expressed 
his doubts whether intraocular tuber- 
culosis is ever primary, and he therefore 
the excision of tuberculous 
eyes unless the pain is very great and 
the general health much affected. In Dr. 
Schwenk’s service in 1906 I had the oppor- 
tunity to watch the progress of a case of 
tuberculous which there 
multiple nodules in each eye. The young 
man was sent to White Haven later on, 
and the last accounts from him showed 
that he had made a distinct gain in his 
general health. 

Acute Infectious Diseases —Iritis may 
occur in the ‘course of the acute infectious 


deprecated 


iritis, in were 
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and exanthematous diseases. It has been 
seen in typhoid fever. I noted it in a 
goodly number of smallpox :patients, and 
also in others suffering from epidemic 
cerebrospinal meningitis. As a rule it was 
manifested as the serous variety in these 
cases. It is difficult to decide whether 
the iritis seen rarely in influenza has been 
produced by that infection, or whether it 
has been only a coincident affection. 
Malaria.—I have known sailors who 
have had malaria while in the east, and 
others who resided years ago in the ma- 
larious districts of this country, to have 
iritis which has recurred and recurred until 
after a prolonged antimalarious course had 
followed out. 
of true 


been The only severe case 
I have attended in my 
private practice had distinct hyperemia of 
his irises in the early hours of his attacks. 


Meningitis—All forms of cerebrospinal 


malaria 


meningitis may be accompanied by iritis. 
In mastoid abscess with meningitis super- 
vening, a leucocytic thrombus may become 
lodged in the ciliary arteries and give rise 
to a suppurative iridocyclitis, and rapidly 
In tuberculous and epi- 
demic meningitis, no doubt the iris is 
invaded by the microbic products circulat- 
ing in the blood or other nutrient fluids 
of the body. 

Whooping-cough—In Klinische Mon- 
atsblatter fiir Augenheilkunde for May, 
1905, Chronis reported a case of intense 
iridocyclitis in a child of nine months dur- 
ing an attack of whooping-cough. He be- 
lieved the infection was due to an em- 
bolism of the capillaries in some portion 
of the eye. 

Pyenia.—lIritis occurring in pyemia may 
be considered as suppurative in type and 
as having been caused by the lodgment of 
an infected thrombus in the ciliary arteries. 

Infection from the Mouth—In the 
Lancet of July 22, 1905, Campbell sug- 
gested that iritis might be caused by in- 
fection from the mouth. His patients had 


pyoalveolaris. The iritis was cured when 


the oral cavity became aseptic. 
Diabetes——Diabetes is surely an auto- 
organic 


intoxication, and _ the changes 
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noted therein have been caused by the cir- 
culation of toxic substances in the blood. 
Accordingly, so highly vascular an organ 
as the iris may be severely damaged by 
this disease. We see the effects of the 
diabetic process in the severe iritis that 
frequently follows a careful extraction of 
cataract in a patient subject to the disease, 
and in the detachment of the iris during an 
iridectomy ; while in the course of diabetes 
there may arise a simple to a severely 
purulent iritis. 

Albuminuria.—It is not too much to 
expect that the iris as well as the retina 
should manifest disorder in the course of 
Bright’s disease; indeed, it seems strange 
that more cases of iritis in this disease 
have not been reported. Dr. Norris, fol- 
lowing the example of Leber, used to 
teach the necessity of examining the urine 
in obstinate cases of iritis. Since Leber’s, 
occasionally other cases have been reported. 





THE THERAPEUTIC GAZETTE. 


Knies reported two, and recently Semple, 
in the American Journal of Ophthalmology 
for June, 1905, detailed the history of a 
case of iritis in which there was albumin 
with casts, and in which no improvement 
took place until remedies, useful in nephritis 
were employed. Distinctive signs of retinitis 
may be absent in cases of albuminuria. 
Alt, in the American Journal of Ophthal- 
mology, July, 1905, therefore suggests the 
value of this form of iritis in the prognosis 
of renal disease. 

The list here given. of the diseases in 
which iritis has been present is not com- 
plete but only includes those states most 
commonly seen. I hope it is sufficient, 
however, to emphasize the importance of 
a careful inspection of the eyes in all cases 
of general disease, in order to defend the 
patient from incurably defective sight, if 
not from absolute blindness, on his re- 
covery from the major malady. 





SYMPTOMS OF IRITIS.! 


BY SAMUEL D. RISLEY, M.D., 


Surgeon to the Wills Eye Hospital, Philadelphia. 


Probably no fornr of ocular disease pre- 
sents more pronounced symptoms than in- 
flammation of the iris. 

For convenience of study the symptom- 
complex may be grouped as objective and 
subjective. , 

The appearance of the eye as seen by 
the surgeon and the suffering described 
by the patient will vary with the stage of 
the disease and its severity, and in many 
respects with the type of iritis under 
study. 

For example, there will be in both the 
objective and subjective signs of iritis a 
marked contrast between the slow, sub- 
acute forms ‘of disease called by writers 
serous iritis, uveitis, descemetitis, etc., and 
the inflammatory storms attacking the 
highly vascular iris and choroid tract as 





1Delivered as part of a symposium on Iritis, at the 
Wills Eye Hospital, Philadelphia. 





seen in acute rheumatic or syphilitic iritis. 
The former, usually attacking individuals 
whose general vitality has been sapped by 
some dyscrasia, often begins in the pos- 
terior segment of the uveal tract, spreads 
forward until the ciliary region, iris, and 
membrane of Descemet become involved, 
and sooner or later causes disturbances of 
nutrition in the vascular structures of the 
globe—i.e., the vitreous body, lens, and 
cornea. 

Objectively the surgeon will find a more 
or less blurred or foggy image of the 
fundus oculi, due, in the early stage, to 
infiltration of the choroid and retina, which 
may readily be overlooked. ° Later, as the 
disease advances the fundus is more ob- 
scured, or ophthalmoscopic study of its 
details becomes impossible, the obscuration 
being caused by a granular débris in the 
vitreous thrown out from the choroid and 














ciliary processes, or possibly by degenera- 
tive changes in the vitreous body itself; by 
changés in the posterior capsule of the 
lens ; by exudation from the iris and ciliary 
body into the aqueous humor; or by de- 
posits on or pathologic changes in the 
endothelium lining the anterior chamber. 
This increased exudation and the resulting 
changes in the character of the fluids in 
the interior of the globe not infrequently 
overtax the capacity of the excretory chan- 
nels of the eye and cause increased tension 
of the ball, with its attendant symptoms and 
dangers. The iris loses its normal luster, 
<loes not react to light and shade, and may 
be fastened to the anterior capsule of the 
lens by one or more delicate synechia 
which are revealed only after the instilla- 
tion of a mydriatic. Where the exudate 
into the aqueous is abundant the eye takes 
on a lusterless appearance, and gray, round, 
dot-like deposits are formed on the pos- 
(punctate 
keratitis), sometimes assuming a triangular 


terior surface of the cornea 
form with the apex of the triangle at the 
pole of the cornea, its base spread out at 
the lower limbus of the angle of the an- 
terior chamber. When the tension of the 
ball is high the epithelium of the cornea 
may appear steamy or assume a_ needle- 
will be 
redness of the eye, with a dull, rose-like 


stuck appearance. There some 
injection of the anterior ciliary vessels, 
but so comparatively slight as to form a 
well-marked contrast to the conditions ob- 
served in cases of acute inflammatory 
iritis. 

Subjectively studied this form of iritis 
is colorless in most of its features when 
placed beside the glowing picture of the 
acute inflammatory forms of iritis we are 
at first a 


hardly notable impairment of vision, which 


presently to study. There is 
may readily be neglected by the patient, 
but which steadily increases, it may be to 
only quantitative perception of light, or 
to complete loss of vision if treatment is 
neglected. This is especially likely to oc- 
cur in cases in which the increase of ten- 
sion is a marked feature or in which the 
degenerative changes 


rapid progress of 
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is fostered by a well-marked vice in the 
general nutrition. 

Even after blindness has resulted the 
degenerative changes progress. The ball 
becomes soft, begins to shrink, and passes 
steadily into phthisis bulbi, or it may mani- 
fest alternating exacerbations of glauco- 
matous tension with pain. In either case 
the ultimate result is atrophy of the ball 
with recurring attacks-of sympathetic irri- 
tation, which demands its removal to save 
the fellow eye. 

The clinical picture and history pre- 
sented by acute plastic iritis is very differ- 
ent and 
subjective Much has been written 
regarding 


both as regards its objective 
signs. 
the classification of acute in- 
flammatory iritis, the effort being made 
to arrange the disease in different cases, 
either on the basis of etiology—e.g., rheu- 


matic, traumatic, syphilitic; or upon its 


pathologic manifestations—e.g., plastic, 
infectious. 


Personally I have been unable to say 
from the objective signs that the case in 
hand was rheumatic or syphilitic, except 


in the somewhat rare cases of nodules 
upon the iris. But even here one might 


that the nodule syphilitic 


gumma or a focus of tubercular infection. 


guess was a 
In a word, the objective features of the 
disease present no sufficiently distinctive 
signs by which we can declare its etiology. 
At the outset of the disease the only signs 
visible to the surgeon are those of hyper- 
emia—that is to say, conjunctival and sub- 
conjunctival injection. 

The iris in the affected eye is a darker 
shade of color than in its fellow, redder in 
the brown iris, a yellowish-green in the 
gray or blue iris; there is sluggish reaction 
Pressure through the 
eyelids empties the conjunctival blood-ves- 
sels and reveals a pale tilac zone of injec- 
tion surrounding the corneal limbus like a 


to light and shade. 


halo. The pupil dilates sluggishly under 
a mydriatic, and not so widely as in the 


healthy eye. The ophthalmoscope shows 
that the hyperemia has extended through- 
out the uveal tract, and the beginning in- 


filtration of the choroid will often cause a 
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positive obscuration of all details of the 
fundus. 

With the advancing disease these ob- 
jective symptoms are drawn in more vivid 
outline. The hyperemia deepens, the iris 
discoloration is unmistakable, reaction to 
stimuli is lost; the luster of this mem- 
brane, beautiful in health, disappears, 
while the lacune in its surface are filled 
up by swelling and infiltration, so that the 
iris has now a dull, uniform appearance 
and the pupil is fixed. 

The pupilary rim of the iris is swollen, 
and if the plastic stage has been reached 
will appear uneven or irregular because 
of the bead-like lymph exudate on its 
uveal border, where it lies in contact with 
the anterior capsule of the lens. If the 
disease is one of a markedly plastic type 
the capsule becomes involved in the in- 
flammatory process and loses its perfect 
transparency. As the disease advances 
the aqueous humor becomes muddy from 
the products of inflammation poured from 
the iris into the posterior and anterior 
chambers, and the pupilary area is filled 
with masses of lymph which prevent all 
ophthalmoscopic study of the fundus. 

The conjunctival injection has advanced 
to complete, uniform redness, and the zone 
of deeper vessels is more pronounced. 
‘There is profuse lacrimation. 

Accompanying these obvious manifesta- 
tions of disease there is a group of sub- 
jective symptoms which, once met with in 
their most pronounced forms, can never 
be forgotten. 

The photophobia increases as the dis- 
ease advances until a stray ray of light 
from a crack in the door or window or 
night-lamp is quite distracting, throwing 
the patient into paroxysms of increased 
suffering. The ocular pain grows more 
intense and radiates throughout the 
branches of the fifth, to nose and teeth 
and scalp, the root of every hair seeming 
attached to a terminal nerve branch, There 
is profuse lacrimation. These, together 
with the outrageous hemicrania, which 
extends to occiput and nape of the neck, 


‘light hours are relative comfort 
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often. radiating to the shoulders or down 
the spine, form an ensemble of symptoms 
equaled in the indescribable suffering of 
the patient by few other forms of disease. 

The dull pain and distress of the day- 
when 
compared to the acute suffering during 
the night. As twilight fades into darkness 
the general nervousness of the patient and 
the pain increase, until by nine or ten 
o'clock he throws himself in restless pain 
about the bed. At midnight his suffering 
has reached a point which he conceives to 
be unbearable. But not so. As the hours 
advance he becomes more nervous with 
each tick of the bedroom clock, and the 
acuteness of his suffering grows with the 
night—an increasing agony. He walks 
the floor in despair until the dawning day 
brings exhaustion, a dulling pain, and 
troubled sleep, from which he awakes to 
another day of dull pain, thankful for even 
this respite as he recalls to mind the tor- 
ments of the night, but with nervous dread 
looks forward to its repetition. 

Duration: a week, two weeks, a month. 
Result without treatment: an occluded and 
excluded pupil—t.e., occluded pupilary area 
by masses of semiorganized lymph; the 
anterior and posterior chambers separated 
by an annular synechia, -which disturbs 
completely and effectually the entire mech- 
anism provided for the normal nutrition 
of the eye, so that to thé picture of acute 
plastic iritis must be added for study the 
equally interesting conditions we may 
designate as the sequele of iritis, viz., 
recurring iritis, secondary glaucoma, a 
narrowing field of vision, blindness. 

When the suffering of the patient has 
been mitigated by treatment and the sad 
termination in blindness prevented, there 
is a sequel of the disease which should be 
borne in mind. The refraction of the eye 
is often changed by an attack of acute 
iritis. I have seen a hypermetropic astig- 
matism disappear, being replaced by 


myopia with astigmatism and a complete 
change in the direction of the principal 
meridians of the cornea. 
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THE TREATMENT OF IRITIS.! 





BY S. LEWIS ZIEGLER, M.D., 
Attending Surgeon, Wills Eye Hospital. 


The treatment of iritis is necessarily 
somewhat routine in character, although 
at times it must be modified by certain 
prominent etiological factors present. It is 
a disease that manifests itself in protean 
forms, about eighty per cent of the cases 
being plastic in character. The thera- 
peutic measures to be discussed may be 
divided into (1) local, (2) systemic, and 
(3) surgical. The consideration of each 
one of these must necessarily be brief. 

I. Local Measures.—The local treatment 
of plastic iritis (rheumatic, spongy, and 
syphilitic) has for its keystone the prompt 
and effective use of a mydriatic. Atropine 
sulphate gr. iv to f3j should be instilled 
until the pupil dilates widely. If synechiz 
have already formed they will probably 
break loose. It is claimed that the es- 
sential therapeutic effect is the dilatation 
of the pupil and the putting to rest of the 
iris tissue, but doubtless the real thera- 
peutic factor is its sedative action on the 
lymphatic stasis present. Anyhow, it re- 
lieves pain and hastens resolution and 
should be pushed as much as possible, al- 
ways being on the lookout for the develop- 
ment of poisonous symptoms, especially in 
hot or humid weather, when its effects are 
liable to be intensified, and particularly in 
the case of small children. 

The most prominent sympt~mns of poison- 
ing to be noted are: 

1. Flushing of the face. 

2. Dryness and parching of the throat 
and mouth. 

3. Inability to articulate distinctly. 

4. Dizziness. 

5. Delirium, chiefly at night, and ataxic 
in character. 

6. Irregular elevation of the temperature. 

7. Edema of the lids and face, with or 
without redness, and resembling erysipelas. 

8. A skin eruption resembling scarlet 
fever, but not followed by desquamation. 





1Read before the Wills Hospital Ophthalmic Society. 





9. A sudden rise in tension, or other 
glaucomatous symptoms. 

10. After long-continued use, chronic 
catarrhal conjunctivitis, with or without 
granulations. 

The presence of one or more of these 
symptoms~ should put us on our guard at 
once. If the patient has an .idiosyncrasy 
against the use of atropine, or it is not 
otherwise well borne, hyoscyamine sulphate 
may be substituted with good effect. 

The supraorbital neuralgia is usually 
nocturnal in its manifestation, and may 
often be relieved by the old-fashioned bella- 
donna ointment, spread over the eyebrow, 
and covered by dry heat. A more modern 
analgesic, however, is found in hyoscine 
hydrobromate, which I have often used 
with almost magical effect, when instilled 
in the strength of gr. % to f3j. 

In addition to the mydriatic, hot stupes 
are most valuable to relieve the pain, con- 
gestion, and sluggish circulation. A towel 
should be wrung out in hot water (kept 
hot) and held to the eye for from ten to 
thirty minutes three times a day. This 
application encourages rapid absorption 
and increases the action of the mydriatic. 

Leeching is absolutely necessary, in 
many cases, to relieve the overloaded blood- 
vessels and lymphatics, especially . where: 
the congestion creates a muddy-colored iris. 
As soon as this depleting effect manifests 
itself the action of the mydriatic is greatly 
enhanced, and the “brow-pain” and weight 
in the eye begin to disappear. 

If carefully watched, dionin, 5 per cent, 
may be instilled as a lymphatic stimulant 
or lymphagogue, and to induce a resolvent 
action. 

Positive galvanism, applied to the af- 
fected eye, often gives marked relief at the 
first sitting, and its continued use may 
prove as valuable for therapeusis as for 
relief of pain. 

While we no longer confine these pa- 
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tients in a darkened room, it is well to 
have them wear an eye-shade, or “Lon- 
don smoke” glasses, as the admission of 
too much light is both dazzling and pain- 
ful to the afflicted eye. 

II. Systemic Treatment.—Internally, cal- 
omel is our sheet-anchor, particularly in the 
early stages. I usually order gr. %4 four 
times a day for five days, and if the 
symptoms are still marked, repeat the 
dose for a second period of five days. 

Later, if antisyphilitic treatment is in- 
dicated, daily inunctions of unguentum 
hydrarg. 5j are ordered, and ascending 


= 


doses of potassium iodide, ranging from 
gr. v to gr. c (well diluted) t. i. d., are 
given for a considerable period of time 
(six months to two years). 

If the rheumatic tendency is. more pro- 
salicylate, . aspirin, or 


nounced, sodium 


salacetin may be administered liberally. 
Colchicum is also valuable, especially if 
there is a gouty taint. 

If the, circulation becomes sluggish and 
the condition more or less chronic, turpen- 
tine in five- to ten-minim doses will often 
act as a stimulant. In the traditions of 
Wills Hospital this drug is used in a form 
known as “Dr. McClure’s mixture,” which 
is merely an emulsion of turpentine, with 
or without quinine. I have seen this mix- 
ture clear up a case of sympathetic iritis 
that would not yield to any other treat- 
ment. 

Diaphoresis will of course increase 
lymphatic action, and thus stimulate the 
activity of other remedies. Hypodermic 
injections of pilcocarpine gr. 4%, guarded 
by Strychnia nitrate gr. 1/30 to support 
the heart, are very efficient. Vapor baths 
are similarly employed. 

If the pain persists in spite of the anti- 
phlogistic treatment, we may give hypo- 
dermic injections of morphia; or employ 
antipyrin or chloral internally, both of 
which possess analgesic effects. I have al- 
ready referred to the local instillation of 
hyoscine hydrobromate for the same pur- 
pose and to the application of belladonna 
ointment in “brow-pain.” 

Serous iritis or iridocyclitis runs a more 
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chronic course, and does not yield to treat- 
ment so readily. Atropine must be used 
with great caution, as glaucomatous symp- 
toms may develop at any moment, when 
eserine would be indicated. Calomel, salicy- 
late of soda, and turpentine may be used 
singly, seriatim, or conjointly. I rely chiefly, 
however, on positive galvanism, which ap- 
pears to shorten the course of the disease to 
three or four weeks. This is doubtless due 
to a mild electrolytic action, which decom- 
poses the exudates present, stimulates the 
lymphatic activity, and thus promotes 
absorption. The current strength to be 
preferred is about 60 volts controlled down 
to 1 milliampere, and applied for ten min- 
utes once a day. 

In gummatous iritis specific treatment 
must be pushed to its full limit with the 
greatest vigor. Here again atropine must 
be instilled with great caution and watch- 
fulness, for the luetic deposit may sud- 
denly block up the drainage and glaucoma 
ensue. In fact I have seen glaucoma de- 
velop in spite of treatment, and without the 
use of atropine, and enucleation alone gave 
relief. A section of the globe showed that 
the gummata were located in both the iris 
and ‘ciliary body. Eserine may be indi- 
cated from the start. 

In tuberculous iritis atropine may be 
used to dilate the pupil. I have not found 
any internal medication so efficacious as 
hypodermic injections of tuberculin. The 
proper dosage is two to five minims, in 
thirty minims of water, at intervals of 
from three t= ten days, depending on the 


amount of local reaction, the systemic dis- ~ 


turbance, and other annoying symptoms, 
all of which grow less at each successive 
injection. 
nostic test, but a valuable 
agent. I prefer Koch’s “old tuberculin,” 
and not the more virulent and dangerous 
or ws ‘ 

In traumatic iritis heat is contraindicated, 
and cold compresses constantly applied 
(day and night) are most efficient. Calo- 
mel gr. 1/10 every hour or two hours is 
valuable. Atropine is generally indicated, 
but in the event of increased tension from 


It is not only a reliable diag- 
therapeutic 
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swollen lens cortex, or exudative deposit 
from the contusion, it may be contraindi- 
cated. 

In gelatinoid iritis the use of thyroid 
extract may encourage the extremely slug- 
gish absorption. Dry heat is also valuable, 
while galvanism may stimulate the reab- 
sorption of the gluey exudate. 

In chronic or recurrent iritis, nasal ob- 
struction and accessory sinus disease should 
be carefully searched for. I have records 
of several such cases yielding to intranasal 
treatment. 

III. Surgical Procedures—In chronic 
iritis, or in the recurrent form, if marked 
posterior synechiz or pupilary exclusion 
are present, iridectomy is often indicated. 
This is often performed with great diff- 
culty, as the iris is either bound down very 
tightly and only yields when the lens 
capsule tears, or the iris is rotten and 
breaks off in small fragments each time it 
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is grasped by the forceps. Careful and 
patient manipulation will often’ determine 
a successful operation and a permanent re- 
sult. In old cases of sympathetic inflam- 
mation, however, there may be recurrent 
attacks of serous iritis, with occlusion of 
the pupil and even cataract. Here it is 
better to postpone the operation until the 
eye is perfectly quiet. 

In traumatic iritis, if the iris is torn, 
bruised, or prolapsed, it is better to excise 
the injured portion at once, and carefully 
dress back the edges of the coloboma so 
that no incarceration or blocking up of the 
corneal wound may occur. 

In conclusion I may repeat: iritis oc- 
curs in such protean forms, and is so 
manifestly hybrid. in its types, that the 
treatment must be based upon the essential 
elements in the symptom-complex exhibited 
in each individual case. The prognosis is 


generally good. 


STOVAINE SPINAL ANESTHESIA. 


BY GASTON TORRANCE, M.D., 


Surgeon to St. Vincent’s Hospital, Birmingham, Ala 


While in Europe last fall it was my 
privilege to see stovaine used by a number 
of well-known surgeons and gynecologists. 

In England, Mr. Moynihan, of Leeds, 
and Mr. Barker, of London, both used it. 
Mr. Barker has used it in 120 cases at the 
University Hospital, and expressed himself 
as being pleased with results. He has had 
no deaths. 

Mr. Moynihan told me that he was 
using it in old men for the removal of the 
prostate by the suprapubic route, where he 
was afraid to give a general anesthetic. 
He has used it in 14 cases without an ac- 
cident. 

In Paris, Tuffier and Faure have both 
had considerable experience in spinal anes- 
thesia. I saw Dr. Faure using stovaine at 
the Hospital Tenon, in vaginal operations. 
He told me that he was not using it in 
abdominal surgery, but did not hesitate to 
use it where he wanted a quick, safe anes- 





thetic. Tuffier reports 530 cases without 
a death. 

Professor Kocher did not use it during 
my visit to his clinic in Berne. 

Dr. Kimmell, of Hamburg, reports 186 
cases without mortality. He uses it in 
ghildren five years of age, and has used it 
in adults up to eighty. 

Professor Kronig, of Freiburg, was one 
of the most enthusiastic advocates of 
stovaine spinal anesthesia that I met in 
Germany. He has used it in more than a 
thousand cases, and I believe has not had 
a death that could be justly charged to 
stovaine. His method of administration is 
most careful. The patient is given scopola- 
mine 0.0003 gramme and morphine sul- 
phate 0.01 gramme hypodermically two 
hours before operation. Plugs of cotton 
are put in the ears, and the patient’s eyes 
are bandaged. After the needle is intro- 
duced an inverted Y-shaped glass tube is 
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attached and the spinal fluid allowed to rise 
in the long arm of the tube; the intra- 
spinal pressure is then noted. The syringe 
holding the stovaine solution is attached 
to the short arm, and the stovaine is 
slowly forced through into the spinal 
canal. One minute is allowed for the 
introduction of the fluid, and when the 
needle is removed the spinal fluid in the 
long arm of the tube is thrown out; that 
much fluid is removed from the spine, 
which equalizes the pressure. Professor 
Kronig uses stovaine made by Billon, of 
Paris, of the following formula: 


STOVAINE BILLON. 
Borate d’epirenane, 0.00013 ; 
Stovaine, 0.04; 
Chlorure de sodium, 0.0011. 

Each tube is hermetically sealed and 
holds enough to anesthetize an adult for 
about an hour and a half. 

Professor Déderlein, of Tiibingen, uses 
practica:',, the same methods as Professor 
Kroénig. He reports 44 cases—no deaths. 
He was using Riedel’s preparation of sto- 
vaine. 

Professor Von Rosthorn, of Heidel- 
berg, is using stovaine exclusively in his 


clinic, both for abdominal and plastic 
work. He reports 107 cases with no 
mortality. 


In Munich I saw it used by Professors 
Schmidt and Klein. Both expressed them- 
selves as being pleased with it. 

Professor Zweifel, of Leipsic, was using 
novocain, and said that he was better 
pleased with it than with stovaine. I saw 
him do a number of abdominal sections, 
and in nearly every case there was marked 
nausea, which interfered, to some extent, 
with the operations. 

Professor ’ Israel, of Berlin, is using 
stovaine and tropacocaine in his clinic. 
Stovaine is used also in Von Bergmann’s 
clinic. 

Under “New and Non-official Remedies” 
the Journal of the American Medical Asso- 
ciation of December 1, 1906, gives the 
following description of stovaine (benzoyl- 
ethyl-dimethylaminopropanol hydrochlo- 
ride): “It is prepared by causing a re- 
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action of benzoyl chloride on _ the 
a-dimethylamino-pentonal-b, which is itself 
the product of reaction of ethylmagnesium 
chloride on methylaminoacetone. 

“It crystallizes in small, brilliant scales, 
which melt at 175° C. (347° F.). It is 
extremely soluble in water and easily so 
in methyl alcohol and acetic ether, but re- 
quires five parts of absolute alcohol for 
solution, and is only slightly soluble in 
acetone. 

“It is quite stable, and its solutions may 
be sterilized at 115° C. (239° F.) without 
suffering decomposition. 

“The aqueous solution is slightly acid 
to litmus, neutral to methyl orange. It 
is precipitated by all the alkaloidal 
reagents, and is decomposed by even very 
dilute alkalies. 

“It is incompatible with alkalies and all 
alkaloidal reagents. 

“Actions and Uses.—Stovaine acts as a 
local anesthetic of about the same power 
as cocaine, but dilates the blood-vessels, 


- whereas cocaine contracts them and ex- 


erts a tonic action on the heart. It is 
only one-third to one-half as toxic as 
cocaine. 

“Tt is used as a local anesthetic; while 
most reports are favorable, one case of 
gangrene has been reported following the 
use of 10-per-cent solution. 

“Dosage.—Internally, 0.002 gramme 
(1/30 grain) as pill. Locally, it may be 
used in the eye in 4-per-cent solution, and 
applied to other mucous membranes, as in 
laryngology, in from 5- to 10-per-cent so- 
lution. For hypodermic injections for 
local anesthesia, it can be used in 0.75- to 
1-per-cent solution.” 

My personal experience with stovaine 
has been limited to a few cases. I have 
adopted the following methods in using it: 

The patient is prepared the night before 
as for a general anesthetic. The field of 
operation and the lumbar region are both 
scrubbed and a wet antiseptic poultice 
applied. 

Two hours before operation scopolamine 
gr. 1/100, with morphine sulphate gr. 4, 
is given hypodermically. The ears are 























plugged with cotton, and colored glasses 
put on the patient. 

I use Kocher’s 5-Cc. glass syringe with 
needle 3% inches long, which I had made 
in Berne after his pattern. 

When ready to give the stovaine, the 
patient is allowed to sit on the side of 
the table with his feet on a chair, elbows 
resting on his thighs. The back is again 
scrubbed, using permanganate and oxalic 
acid. Sterile towels or laparotomy sheets 
are wrapped around the patient. My 
gloves, syringe, and needles to be used for 
the anesthesia are boiled separately. The 
neck of the flask or tube holding the sto- 
vaine is broken and the fluid drawn up 
into the syringe before the puncture is 
made. 

A line drawn from the crest of one 


ilium to the other posteriorly crosses the. 


body of the fourth lumbar vertebra. The 
needle should be introduced just above this 
line between the third and fourth lumbar 
vertebre about two-fifths of an inch to 
one side of the median line to avoid the 
strong interspinous ligament, which, in 
some cases, deflects it (Bardeleben). The 
needle will enter from 1 4/5 to 2 4/5 
inches, and should carry a wire, which 
completely fils its cavity, to prevent plug- 
ging with the skin or tissues. The wire 
should be withdrawn just before reaching 
the dura, and the needle slowly introduced 
until the spinal fluid begins to flow. Usu- 
ally a few drops are allowed to escape, 
and then the syringe is attached and the 
plunger slowly withdrawn, allowing about 
one cubic centimeter of the fluid to mix 
with the stovaine solution; then the fluid 
is slowly forced out, taking one minute for 
its introduction into the spinal canal. After 
the needle is withdrawn a sterile gauze 
pad is applied to the puncture with some 
adhesive substance. The patient is al- 
lowed to sit up for two minutes more, and 
is then generally ready for the operation to 
begin. 

The anesthesia usually lasts about an 
hour and a half. In the Heidelberg clinic 


the patient is immediately put in the Tren- 
delenburg position, and I saw no bad 
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effects from it during the time I spent 
there. 

Case I.—W. W., male, aged thirty-five, 
admitted to St. Vincent’s Hospital Janu- 
ary 11, 1907, with intestinal obstruction 
of a week’s duration. He had vomited a 
great deal, and had marked distention. 

After being thoroughly prepared, sco- 
polamine gr. 1/100, with morphine sul- 
phate gr. 4%, was given two hours before 
operation. A bandage was applied over 
his eyes, and plugs of cotton put in his 
ears. 

The stovaine was given, and the opera- 
tion begun as soon as he laid down and 
the field of operation could be prepared. 

The whole of the small intestine was 
removed from the abdominal cavity, and 
careful search made for the obstruction, 
which proved to be a freely movable flap 
of peritoneum behind the ileum just where 
it joins the cecum. This pocket was 
closed with catgut sutures, and the ap- 
pendix being thickened and inflamed was 
removed. 

A large portion of the bowel was much 
distended and of a bad color, but resection 
was out of the question on account of the 
patient’s condition. The abdomen was 
closed with drainage. 

During the operation there was abso- 
lute insensibility to pain. The abdominal 
muscles were well relaxed. There seemed 
to be less hemorrhage than with a general 
anesthetic. Respiration was normal. The 
pulse averaged about 100, and was of good 
volume. There was practically no shock. 
There was no vomiting. The patient 
asked for and was given a glass of water 
before being removed from the table. 

He was just on the verge of fecal vom- 
iting when brought in, and I believe it 
would have been precipitated had we given 
ether. 

After being put back to bed he was 
cheerful, and seemed to be in quite as good 
condition as before the operation. 

No purgatives were given. Morphine, 
atropine, and strychnine were given hypo- 
dermically, and salt solution by enema 
every three hours. Small quantities of 
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cold water were allowed by mouth. He 
perspired freely, and in twenty-four hours 
had a slight movement of the bowels. The 
following day the bowels moved freely, 
and to all appearances the patient was 
making a good recovery, except for a con- 
tinuous temperature of 101° F., due to a 
low grade of peritonitis from extension 
through the distended and discolored por- 
tion of the bowel. This continued with 
no decided elevation of temperature until 
the eighth day, when he died of exhaus- 
tion and peritonitis. 

Post mortem this portion of the bowel 
was found matted together and had per- 
forated, but there was no free fecal ma- 
terial in the general peritoneal cavity. 

Case II.—Mrs. B., aged forty-three, was 
admitted to St. Vincent’s Hospital Janu- 
ary 13, 1907. About a year previous I 
had removed her appendix and left ovary 
under ether. She was very much nau- 
seated for a week and dreaded taking the 
ether again, and was much pleased with 
the idea of having the spinal anesthesia 
used. No morphine and scopolamine was 
given, as morphine has always produced 
severe nausea. 

The following morning, after having 
had the preparation used in+the previous 
case, stovaine was injected into the spinal 
canal, and the anesthesia was complete at 
the end of three or four minutes., I then 
proceeded to open the abdomen in the 
median line to one side of the old incision. 
On opening the abdomen some adhesions 
were found between the small intestine and 
abdominal wall, and the dissection and 
suturing over of these denuded surfaces 
prolonged the operation considerably. I 
did a supravaginal hysterectomy, and re- 
moved the right ovary. The operation 
lasted one hour and twenty minutes. The 
last ten minutes she began to complain 
of pain, and especially in the closure of 
the peritoneum. The wound was closed 
in tiers with chromic catgut, and Mechel’s 
clamps were used to close the skin. She 
joked with the nurse during the operation, 
and showed practically no shock from be- 
ing conscious. I used the Trendelenburg 





position. There was no nausea following 


the operation, and on -the whole she was 
very much more comfortable than after 
the previous operation. The heart’s action 
and respiration were not affected by the 
anesthesia. As in the previous case the 
abdominal muscles were well relaxed, and 
there seemed to be less hemorrhage from 
the incision than is usually seen in gen- 
eral anesthesia. 

Case III.—Mrs. L., aged thirty-two, was 
admitted to St. Vincent’s Hospital Janu- 
ary 8, 1907, and the following morning 
scopolamine gr. 1/100 with morphine 
sulphate gr. 14 was administered two 
hours before operation, and the stovaine 
given as in the previous cases. After 
opening the abdomen and dissecting up the 
tubes (double pyosalpingitis), it became 
necessary to give ether, as she was very 
nervous and hysterical. After getting her 
under ether she was placed in the Tren- 
delenburg position, but her respirations be- 
came very shallow, and she had to be 
raised up by inverting the table. Strych- 
nine was given hypodermically, and the 
operation was finished without difficulty ; 
her breathing continued good. The abdo- 
men was closed as in the above case, with 
a small Mikulicz drain in thé pelvis. The 
head of the bed was slightly elevated, and 
the strychnine was given every three 
hours during the following night. She 
made an uneventful recovery. 

Case IV.—L. D., aged twenty-three, was 
admitted February 12, 1907, to St. Vin- 
cent’s Hospital, with double pyosalpingitis, 
with the uterus retroverted and bound 
down by a mass of adhesions. Scopola- 
mine gr. 1/200, and morphine sulphate gr. 
1g, was given hypodermically two hours 
before, and repeated just before the pa- 
tient was brought to the operating-room. 

The stovaine was used and an attempt 
made to begin the operation, but as she 
was hysterical and nervous and insisted 
upon being put to sleep, I was forced to 
give her ether, notwithstanding the fact 
that the anesthesia seemed to be fair. 

I did Von Rosthorn’s operation, per- 
forming a complete hysterectomy, and 
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passing a drain out through the vagina 
and sewing the peritoneal flap from the 
anterior surface of the uterus to the brim 
of the pelvis and to the rectum, com- 
pletely shutting off the raw and oozing 


surfaces in the pelvis from the general 
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peritoneal cavity—i.e., making a new floor 


to the peritoneal cavity. 
She made an uneventful recovery and 
was sent home at the end of two weeks. 
I have collected from the literature 5350 
cases with 5 deaths. 


THE RELATIVE VALUE OF THE OBSTETRIC FORCEPS AND VERSION AS 
METHODS OF DELIVERY.! 


BY WILLIAM 


. WELLS, M.D., 


Demonstrator of Clinical Obstetrics in the Jefferson Medical College; Chief Gynecologist to the Mount Sinai Hospital 
Assistant Obstetrician to the Jefferson Medical College Hospital 


In discussing the relative value of the 
obstetric forceps and version as methods 
of rapid and safe delivery, we presuppose 
that the operator has had a fair experience 
with the use of both methods of delivery, 
having acquired at least a moderate 
amount of skill, and where forceps is con- 
cerned the instrument used is well made, 
of good length, and of one of the stand- 
ard patterns upon which the operator may 
rely. We mention the latter point because 
of the following case: 

Some four years ago the writer was 
called one night by a young physician to 
deliver a primigravidous woman. My 
young friend in attempting to deliver the 
patient with a pair of short, light-weight 
Simpson forceps had broken the anterior 
blade within the uterine cavity. The for- 
ceps did not have an axis traction appli- 
ance. He said he thought the piece of 
blade was in the anterior part of the uter- 
ine cavity. When first seen the patient 
had been in labor about ten hours, was 
exhausted, and not under an anesthetic. 
The forceps had been applied because of 
weak uterine contractions. The head was 
not engaged, although the pelvic measure- 
ments were normal and the head could be 
brought into the pelvic inlet by pressure. 
I could not feel the piece of forceps blade 
by palpation because the bladder was half 
full of. urine. The urine was drawn off, 
and the patient anesthetized, after which 


1Read at a meeting of the Obstetrical Society of Phil- 
adelphia, April 4, 1907. 


the child’s head was gently brought down 
and rotated far enough to apply the Tar- 
nier forceps. Strong traction was made 
in a direction downward and especially 
backward, so as to avoid the piece of for- 
ceps blade. The child was born living and 
well, having suffered no injury whatever ; 
neither was the delivery an especially dif- 
ficult one. The piece of forceps blade was 


found on the anterior uterine wall, the 


broken ends resting downward, as I re- 
member it, against the pubic bone. After 
withdrawing it I examined the interior of 
the uterus, and found that no damage 
whatever had been done. Both mother 
and child did well. 

In the majority of cases we believe that 
in the mother’s interests forceps delivery 
is safer than version, as far as the opera- 
tion itself goes. There is less danger of 
tearing the soft parts of the birth canal, 
and the slow traction gives the canal time 
to dilate. In cases, however, in which 
rapid delivery is necessary in the interests 
of mother or child, or both, version prop- 
erly performed will be the better method 
of delivery. ; 

When weak labor pains delay the ex- 
pulsion of the child in a patient in whom 
the fetal vertex is anterior, the os fairly 
well dilated, and the mother in good con- 
dition, stimulants having been tried and 
having failed, these are the ideal cases for 
forceps delivery. If the head is engage- 
able above the pelvic floor axis traction 
should always be used. When the occiput 
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rotates posteriorly to the transverse diam- 
eter of the pelvic inlet, it may be rotated 
slightly anteriorly by the hand, and 
the forceps, preferably the Tarnier, -may 
be applied; downward traction in the axis 
of the pelvic inlet will usually favor an- 
teridr rotation of the occiput. Occasion- 
ally in this class of cases some sort of 
loose lock instrument, such as the Simp- 
son, may be used providing the instrument 
is long enough and has an axis traction 
appliance. Personally we have had good 
results in its use. When the occiput 
has rotated directly backward in pelves of 
normal size and with no impaction, the for- 
ceps should be used in the majority of 
cases, the Tarnier being here the instru- 
ment of choice. Delivery by the forceps 
where the head is rotated posteriorly takes 
time, however, and is well adapted for 
cases in which the child is alive and strong 
and the mother in good condition. There 
is a certain proportion of women with 
slightly flattened pelvis, or instances where 
mother and child could not stand a long 
forceps delivery, and in these cases po- 
dalic version offers good results provid- 
ing the soft parts are well dilated. 

In flat pelves where the anteroposterior 
diameter is contracted to such a degree as 
to retard labor, but not sufficiently to actu- 
ally prevent the passage of the head, labor 
may be retarded to such an extent as to 
cause exhaustion. In such cases the head 
attempts to enter the pelvis with one of its 
anteroposterior diameters in relation with 
the transverse diameter of the inlet, the 
lateral obliquity of the head being very 
much increased. In such a position forceps 
are dangerous; the blades should never be 
applied over the forehead and occiput, and 
the shortened oblique diameters prevent 
turning the head manually so as to prop- 
erly apply the forceps. Here podalic ver- 
sion will often save the child’s life without 
materially endangering the mother’s. On 


the other hand, in justominor, generally 
contracted pelves, the contraction being 
slight and the head not abnormally large, 
there is no long transverse diameter in 
which to turn the child, and in such cases, 
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where the mother cannot deliver herself, 
the forceps, frequently reénforced by the 
so-called Walcher’s position, will give 
much better results than version. Labor 
in both flat and justominor pelves should, 
however, be most carefully studied: it is 
so easy to attempt delivery in pelves too 
small for the child to pass through. Ex- 
ternal pelvimetry, while some sort of a 
guide, is not infallible; frequently the ex- 
ternal measurements may be normal or 
nearly so, while the actual diameters of 
the inlet may be much decreased, .due to 
abnormal thickness of the bones or muscles. 
In doubtful cases we should not content 
ourselves with external pelvimetry only, 
but should measure the internal conjugate 
by vaginal examination, internal pelvimetry, 
and by sweeping the finger around the head, 
which should be also fitted into the pelvic 
brim. It will be frequently necessary to 
have the patient under an anesthetic to do 
this properly. 

We repeat that these patients with con- 
tracted pelves should be studied with care, 
and if the operator is doubtful that ver- 
sion or forceps delivery can be safely per- 
formed, the patient should be delivered by 
abdominal incision or craniotomy. The 
former under proper conditions endangers 
the patient very little more than does a 
well-performed forceps delivery in a nor- 
mal case, and much less than a compli- 
cated and lengthy attempt at forceps de- 
livery or version where the pelvis is con- 
tracted. ’ 

Face presentations, as long as they occur 
in pelves of normal size, the extension 
being good and the chin rotating well to 
the front, usually deliver themselves with- 
out help after a slow and tedious first 
stage. When, however, in primigravidous 
women whose birth canals are not well 
dilated or dilate slowly, and _ uterine 
contractions are inefficient, the chin may 
not rotate. In these cases manipulations 
must be tried to bring the chin to the front 
of the transverse line, and if these efforts 
fail podalic version will frequently save 
the child and shorten the sufferings of 
the mother by several hours. When the 






























patient is a multiparous woman with well 
dilated birth canal, slow first stage, the 
child’s head being well extended and the 
chin anterior, forceps may be used to ad- 
vantage to cut short a labor which if left 
to nature might possibly exhaust the pa- 
tient. The advantage of the Tarnier in- 
strument in this case is that the rotation 
of the chin may be completed by the ro- 
tating action of this instrument. The 
blades should be accurately fitted to the 
sides of the child’s head. In our own ex- 
perience we must confess to a preference 
for podalic version in a majority of these 
cases. 

In shoulder and arm presentations, the 
head being in one iliac fossa, the breech 
being in the opposite upper uterine quad- 
rant, much valuable time is lost in trying 
to push up the head so as to bring it into 
the inlet‘ sufficiently to apply the forceps; 
especially is this the case if the membranes 
have ruptured and the patient has been 
in labor for some time. Podalic version 
by the method of Braxton Hicks may here 
be done with great advantage, the child 
being more frequently saved. 

In cases in which the brow presents, 
the head being partly extended, birth is 
impossible. In many of these cases at- 
tempts either to flex the head, trying to 
convert it into a vertex presentation, or 
to extend it and rotate the chin anteri- 
orly, endeavoring to change it into a face 
presentation, result in failure; thus valuable 
time is lost. In these cases podalic version 
skilfully performed offers the child a better 
chance for life than do prolonged manipu- 
lations upon its head, always with the 
possibility of pressure on the cord and 
consequent asphyxia. 

There can be little doubt as to the value 
of podalic version in cases of central or 
partial placenta previa. When, however, 
the child presents by the vertex and the 
head is pressing well down on the placenta, 
it is often better to apply forceps and 
deliver quickly rather than to run the 
danger of dislodging the placenta entirely 
by version. Possibly it may offer the child 
a rather better chance too. If the head is 
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high up above the pelvic brim, or if the 
child presents by a part of its body other 
than the vertex, or there is slow dilatation 
of the cervix, version should be performed. 

Every one who has tried to replace a 
prolapsed umbilical cord after rupture of 
the membranes knows how difficult it is to 
keep the cord in the uterine cavity after 
replacement, no matter what methods have 
been used. A large number of children are 
always lost in these cases. Various meth- 
ods of delivery have been tried: some 
operators prefer to place the patient in 
the knee-chest or Trendelenburg position, 
replace the cord, then bring down the 
child’s head and extract with forceps. The 
writer’s preference, however, is for podalic 
version in these cases; we have delivered 
a larger number of living children by 
version than by any other method. 

Tumors or occlusion of the vagina or 
uterus, or of the latter extending into the 
vagina, are contraindications to version, 
but in a very large number of cases they 
are to forceps delivery also, so that this 
class of cases must very largely be treated 
by abdominal section. 

Twice in our experience we have met 
with cases in which the caput succedaneum 
was of excessive size. In both instances 
the mother’s pelvis was normal in size or 
nearly so. The exact cause of such an 
enlargement of what is usually a small 
and inoffensive tumor we are unable to 
state. In one case the tumor projected 
beyond the bones of the head for a dis- 
tance of nearly two inches. Application 
of the forceps resulted in the slipping of 
the blades. Podalic version was resorted 
to and gave living children in both cases. 

Hemorrhage from a placenta partially 
separated at ‘its upper margin, the bleeding 
occurring between the membranes and the 
uterine wall, constitutes a dangerous com- 
plication of pregnancy. Version as a rule 
in such cases causes the mother to run 
the additional risk of entirely separating 
the placenta during the turning of the 
child. Here the method of preference 
would be to rupture the membranes, 
stimulate the uterus to contraction, and 











deliver the child as soon as the cervix is 
sufficiently dilated. In a group of cases 
in which the mother must be delivered 
with some rapidity because she is the vic- 
tim of heart, lung, or kidney disease, the 
method of delivery must depend much 
on the presentation, the time of preg- 
nancy, and the general condition of the 
mother and child. As a rule, though, our 
impression is that less shock will follow 
a gradual delivery by forceps than by the 
more rapid one of version and extraction. 
CONCLUSIONS. 

Where rapid delivery is necessary, the 
pelvis being of normal size or flattened 
very slightly in the anteroposterior diam- 
eter, the transverse diameter being of 
normal size or increased, the cervix and 
vaginal canal dilated and well softened, 
version is preferable to forceps when me- 
chanical interference is necessary. Among 
the special indications for version may be 
classed the following: Brow or face 
presentations with no rotation of the chin; 
certain cases of occipitoposterior position ; 
parietal presentations; placenta previa, if 
the presenting part is high up in the pelvis 
and the soft parts dilate slowly; certain 
cases of deficient uterine contractions; pro- 
lapse of the cord; transverse positions; ex- 
cessively large caput succedaneum; some 
cases of eclampsia. 

Forceps delivery gives best results in 
the largest number of labors delayed by 
weak uterine contractions where interfer- 
ence is necessary, in the majority of cases 
of posterior rotation of the occiput. For- 
ceps are also to be used in cases of rachitic, 
generally contracted, or in justominor 
pelves, providing the contraction is not 
great enough to prevent the head and 
shoulders of the child from passing through 
the inlet, and in those patients having cer- 
tain constitutional diseases, when manual 
delivery is to be performed. 

Neither forceps nor version should be 
attempted in any case of hydrocephalus or 
Zbnormally enlarged fetal body unless 
craniotomy or evisceration has first been 
performed. 
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CHLORETONE. 


In La Presse Médicale of June 15, 1907, 
Martner publishes an article upon chlo- 
retone. After describing its chemical com- 
position, which is well known to most 
of our readers, its solubility, and its phys- 
iological action, he points out that it may 
be used as a hypnotic in the dose of from 
5 to 10 grains. The sleep which it pro- 
duces is as a rule satisfactory, and lasting 
for a considerable number of hours. It is 
well borne by the stomach and has been 
employed ‘successfully in many cases of 
the vomiting of pregnancy, given three or 
four times at half-hour intervals in the 
dose of one, two, or three grains. It is 
usually well borne, and has been employed 
with success in diminishing nervousness 
about the menstrual period, and also in 
cases of seasickness and gastric pain of a 
neuralgic character. It also possesses, ac- 
cording to Martinet, local anesthetic and 
antiseptic properties. It has been em- 
ployed in dental caries wifh excellent re- 
sults by saturating a piece of absorbent 
cotton with the following mixture and in- 
serting it into the cavity of the painful 
tooth : ; 

Chloretone, 15 grains; 

Camphor, 15 grains; 

Essence of peppermint, 7 minims ; 
Oil of cajuput, 75 grains. 

It has also been employed as a sedative 
and anesthetic in cases of acute inflamma- 
tions of the nasopharynx and larynx in 
liquid paraffine, in the proportion of ~15 
grains to 3 ounces of liquid paraffine. 
Sometimes it is used in association with 
the atomization of adrenalin solution. Lu- 
bet-Barbon and Fiocre have recommended 
its employment as an anesthetic in painful 
affections of the larynx, particularly in 
combating the difficulty in swallowing in 
persons who have marked tuberculous in- 
filtration of the larynx, and also to dimin- 
ish the pain which follows the use of the 
galvanocautery. The anesthesia lasts for 
from two to three hours. The antiseptic 
power of the drug is also useful in these 
cases as well. 
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THE CONTROL OF HIGH ARTERIAL 
TENSION. 


This subject, which is of surpassing in- 
terest and importance, not only to physi- 
cians but to surgeons as well, is once 
more called to our attention by am article 
which is contributed by Dr. Oliver to the 
London .Lancet of May 18, 1907. We 
have repeatedly during the past few years 
called attention to this subject in the edi- 
torial and original articles of the THERA- 
peutic GAZETTE, and numerous authors 
have contributed original articles upon 
the same subject to many other jour- 
nals in this country and abroad. There 
still exists, however, a lack of appreciation 
on the part of some members of the pro- 
fession of the importance of this subject. 
In some instances all other lines of treat- 
ment fail because it’ is ignored. On the 
part of surgeons it not infrequently hap- 
pens that careful urinary analyses are made 
prior to a surgical operation for the pur- 
pose of determining the condition of the 
kidneys, and the more cautious operators 
also have made an examination of the 
blood. Few of them, however, study care- 
fully the state of the blood-vessels unless 
these parts of the body are so far ad- 
vanced in atheromatous degeneration that 
their condition is so marked that it cannot 
be overlooked. 

We are convinced that in many cases 
evil results follow the administration of 
anesthetics largely because high arterial 
tension of a chronic character has been 
ignored. Thus it not infrequently hap- 
pens that a patient suffering from high 
arterial tension has a sufficient degree of 
cardiac hypertrophy to enable his heart to 
pump the blood into tightly contracted 
vessels, but when to the constant high 
tension is added the still further rise in 
blood-pressure produced by the adminis- 
tration of the anesthetic and the excite- 


ment attendant upon the approach of an 
operation, the heart, unable to stand the 
strain, undergoes dilatation, or is so over- 
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taxed that it is seriously enfeebled. As a 
result pulmonary and circulatory compli- 
cations arise, for which ether is given the 
discredit, when in reality the carelessness 
of the clinician is at fault, for the ad- 
ministration of nitroglycerin for a few days 
before the operation and immediately prior 
to the use of the anesthetic might put aside 
all difficulties. 

So, too, physicians who are endeavor- 
ing to guide a _ patient through an 
acute illness due to an infection not in- 
frequently ignore the fact that an arterio- 
capillary fibrosis in its early stages is forc- 
ing the heart to do an excessive amount of 
work, and are surprised when this organ 
breaks down, even although digitalis may 
be given. If the heart had not been stimu- 
lated to increased endeavor, but had been 
enabled to pump against a lower pres- 
sure, no such failure would have occurred. 

We are interested further in Dr. Oliver's 
paper in that he supports the views which 
we have repeatedly spoken of in these col- 
umns, namely, that there is very little dif- 
ference between the value of red and 
white meats in the treatment of renal dis- 
ease and vascular fibrosis. Chemical an- 
alysis certainly shows no material differ- 
ence, and clinical experience does not 
justify us, in the majority of cases at least, 
in cutting out red meats from the diet list 
and permitting white meats. Indeed, it 
may be said that there is only one type of 
food derived from the animal kingdom 
which is particularly deleterious in these 
cases, namely, concentrated gravies and 
soups which contain large quantities of 
salts and creatin and creatinin, all of which 
substances tend to raise pressure them- 
selves or indirectly have a similar effect 
through an increased burden upon the kid- 
neys in the act of their elimination. As 
they are of little value taking them from 
the diet list of the patient deprives him of 
nothing which is of advantage. 

On the other hand, there can be no doubt 
that the use of a milk diet is advantageous in 
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many of these cases, and part of its advan- 
tage probably arises from the fact that a 
patient very seldom ingests enough milk in 
the course of twenty-four hours to provide 
him with the normal number of calories, 
or heat units, which are necessary for 
the maintenance of nutrition. The result 
is that the patient in reality is to a very 
considerable extent subjected to a starva- 
tion cure, and this starvation cure enables 
him to utilize or oxidize substances which 
have been stored up in his body in excess, 
and it also diminishes his arterial tension 
by depriving the body of sources from 
which it obtains large amounts of energy. 
In other words, such a modified starva- 
tion treatment acts as a nervous and gen- 
eral systemic sedative. Oliver also advo- 
cates the view that persons who have ar- 
rived at that time of life at which high 
arterial tension is prone to develop are not 
infrequently the users of larger quantities 
of salt than in their earlier decades, and 
he suggests, as did the late Sir William 
Roberts, that chloride of potassium be 
substituted for chloride of sodium as a 
table salt, since it acts as a cardiovascular 
sedative, whereas sodium chloride is-more 
of a stimulant. Unfortunately, chloride 
of potassium is disagreeable in its taste to 
many persons, but some of its advantages 
may be obtained, and this gustatory disad- 
vantage eradicated, by giving the patient 
a table salt composed of equal parts of 
sodium chloride and potassium chloride. 
Oliver himself advocates the following mix- 
ture as a table salt: 


Benzoate of lithium, 1 drachm; 

Potassium chloride, 2 ounces; 

Sodium chloride, 1 ounce. 
Of this 30 grains may be used at a time. 

There remain two other points in this 

connection which are of very considerable 
interest. First, Oliver thinks that tobacco- 
smoking is not particularly deleterious in 
these cases. When it can be given up 
without much suffering on the part of 
a patient, its use had better be stopped on 
general principles. But otherwise the 
good to be achieved by forbidding tobacco 
does not equal the discomfort caused by its 
withdrawal. 
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Last of all, we are glad to see that Dr. 
Oliver emphasizes very forcibly the im- 
portance of rest in the treatment of cases 
of high arterial tension. We are firmly 
convinced from personal experience in a 
considerable number of these cases that 
the cardiovascular sedatives which are use- 
ful in these chronic cases which are so 
often met with in high-strung, nervous 
individuals are almost useless unless at 
the same time they are adininistered a 
certain amount of rest of body and mind 
is insisted upon. After the blood-pressure 
has been lowered to the point desired, in- 
creased activity can be permitted and the 
vascular sedatives continued. 





THE TREATMENT OF MUCOMEM- 
BRANOUS COLITIS. 





This state, which is one of the most 
obstinate which physicians are called upon 
to treat, does not yield in the vast majority 
of cases to any of the drugs which are 
commonly employed for the control of 
the various forms of diarrhea. It not 
infrequently is associated with a great deal 
of pain and abdominal distress, and not 
rarely the patient is so incapacitated that 
ordinary pursuits of life cannot be fol- 
lowed. Not infrequently, too, a consider- 
able degree of emaciation occurs, and the 
patient, partly from the disorder of his 
digestive tract and partly because of an 
endeavor on his or her part to avoid foods 
which cause distress, gradually cuts down 
his diet list until he is actually upon a 
starvation diet, and even then suffers from 
abdominal disorder quite as much as when 
a more liberal diet was ingested. Of 
course, the exclusion from the diet list of 
foods which are manifestly difficult of 
digestion either in the stomach or in the 
bowels is essential in cases of this charac- 
ter. In the majority of them it will be 
found on careful investigation that the 
patient is not only in part neurasthenic 
because of the disease, but that he or she 
was in a neurasthenic state before the dis- 
ease came on, and this neurasthenia is 
responsible for the mucomembranous 
colitis. In other words, in a certain pro- 























.portion of these cases the therapeutic 
measure which should be instituted is the 
resort to the rest cure, and when the pa- 
tient gains a little strength by conserving 
the energies of the body it not infrequently 
happens that larger and larger quantities 
of nutritious food can be taken without 
the development of any disagreeable symp- 
toms, and with the improvement in the 
general health coming from rest and in- 
creased feeding the mucomembranous 
colitis also diminishes, and ultimately re- 
covery takes place with or without the 
assistance of drugs which before the 
patient took the rest cure had been entirely 
futile in their effects. 

As has been pointed out in the Progress 
columns of the GAZETTE, one of the most 
useful methods of treating this condition 
is by means of irrigating the colon with 
normal salt solution as hot as can be borne, 
or with water containing 30 to 40 grains of 
zinc phenolsulphonate, or with one of the 
sulphur waters which are to be had at 
the various sulphur springs found in differ- 
ent portions of the world. Not rarely 
these patients are so poorly nourished 
that as soon as they are strong enough to 
stand it, skilfully given massage ma- 
terially aids in increasing their nutritive 
processes. 


CARBOLIC ACID GANGRENE. 





Some years ago we called attention in a 
leading article to the development of car- 
bolic acid gangrene in fingers and toes 
which were exposed to weak solutions of 
this drug, and later in a second article we 
called attention to the experience of cer- 
tain French surgeons along these lines. It 
will. be remembered that as long ago as 
1871 Tillmann reported three cases of 
gangrene due to carbolic acid, and Leusser 
in 1896 collected 34 cases from literature 
in which such an accident followed the 
employment of solutions varying in 
strength from two per cent to the pure 
drug. In Harrington’s article which ap- 
peared in 1900, and which was the first 
to call attention to this subject in the 
United States, he collected a series of 132 
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cases, of which 18 were observed by him, 
and in which he proved that an aqueous 
solution of carbolic acid of the strength of 
one to five per cent, when applied to a 
finger or toe for a number of hours in 
the form of a moist dressing or poultice, 
might produce gangrene. 

Our attention is called to this matter 
once more by an article in the British 
Medical Journal of May 11, 1907, by Wal- 
lace, assistant surgeon to the Royal In- 
firmary of Edinburgh, in which he records 
nine cases of a similar character, except 
that in several of them the pure carbolic 
acid was used. In five others, however, 
the strength was not more than five per 
cent. In his cases the skin at first was dry, 
wrinkled, and grayish-white in color, 
and later became more shriveled and 
darker. The line of demarcation was 
marked by some hyperemia as it began 
to form, and amputation must not be per- 
formed until this line of demarcation is dis- 
tinct. As a rule there was no swelling of 
thes proximate portions of the finger or 
toe. Wallace thinks that in the present 
state of our knowledge idiosyncrasy can 
be the only explanation of these cases, be- 
cause a great majority of patients to whom 
such solutions are applied escape without 
deleterious effects. As it is impossible to 
foresee this tendency in patients suscep- 
tible to the drug, and as there are sub- 
stances equally good as antiseptic dressings, 
he deprecates the use of carbolic acid in 
any strength as an application to a finger 
or toe which has been injured. 





CANCER OF THE BREAST. 





Before the American Surgical Associa- 
tion at its meeting in Washington this year 
there were presented from various sources 
more or less complete statistical studies of 
the end results of operative treatment in 
cancer of the breast. The most important 
conclusions deduced from these figures, 
which taken in the gross were most dis- 
couraging, are to the effect that cancer of 
the breast is with rare exceptions curable, 
but curable only in its early stages; that 
when the axillary and _ supraclavicular 
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glands are already involved, cure by the 
most extensive operation cannot be expect- 
that in the 
landular infection a cure may be looked 


ed; absence of demonstrable 
9 
for in about half the cases, providing the 
and that in the 


early stage of the affection, when the clini- 


operation be complete, 
cal features of cancer are not developed 
and the diagnosis is’ made by microscopic 
examination of the affected gland, even 
partial operations, such as removing the 
tumor, are highly successful. 

It has been demonstrated that the three- 
year limit as a guage as to permanency of 
cure is subject to so many exceptions as to 
make it of little practical value, the figures 
Hospital 
19 per cent of those who 


Massachusetts General 
that 
passed the three-year limit without evidence 
About 5 


per cent developed recurrence six years or 


in the 


showing 
of recurrence showed this later. 


more after the operation. 


PROLONGED PRIAPISM. 


By the term priapism is meant an erec- 
tion unaccompanied by Sexual desire, some- 
times, but not always, painful, and not fol- 
lowed by an emission. It may be transitory, 
as an expression of local irritation, such as 
that incident to an inflammatory lesion in 
or about the genital tract. Transitory 
priapism may be recurrent, coming night 
after night. Under these circumstances it 
usually denotes hyperesthesia of the lumbar 
centers, which are excited to action by a 
partly full bladder. This recurring transi- 
tory nocturnal priapism often represents but 
a slight exaggeration of the normal, and it 
is important only when it appears in the 
persons of neurasthenics or those given 
to brooding on the condition of the sexual 
organs. 

Treatment aggravates rather than bene- 
fits it, and should be psychic rather than 
medicinal, although all cases should be 
examined for the detection of an organic 
lesion. 

Prolonged priapism has long been recog- 
nized as a symptom of leukemia, at times 
an early symptom, yet it is so rare that the 
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nature of the affection is not often recog- 
nized until other obvious and unmistakable 
symptoms develop. 

Terrier and Dujarier (Revue de Chirur- 
gie, No. 5, 1907) note that prolonged priap- 
frequently _ followed excessive 


ism has 


coitus. It many times develops without 
At times 


preceded by 


obvious cause and quite suddenly. 
the persistent affection is 
recurring attacks of transitory priapism. 
Usually the erection is a straight one, at 
times there is chordee. Nearly always the 


congestion is confined to the cavernous 
body, which becomes extremely hard, while 
the glans and the spongy body, though 
somewhat enlarged, remain soft. There is 
usually pain so severe as to interfere with 
sleep, associated with contracture of the 
perineal muscles and often with extreme 
restlessness. The pain has periods of recur- 
Commonly there is diffi- 
culty in passing the water, at times reten- 


ring intensity. 


tion, though as a rule this function is not 
seriously interfered with, since the spongy 
body is not involved in the hyperconges- 
tion. Cure is the rule, sometimes occurring 
weeks, 
a couple of months. 


spontaneously after some some- 


times not for Pain 
first subsides, and the swelling gradually 
grows less. Of the 48 cases of priapism 
collected by the authors, 31 recovered. Of 
these 5 afterward died of leukemia. Ten 
were operated on and cured. Two died 
whilst priapism persisted, one with suppu- 
rative phlebitis, one of fracture of the spine. 
Usually after recovery there was impotence. 
The prolonged priapism may be inflamma- 
tory, nervous, traumatic, leukemic, or idio- 
pathic in origin. The condition commonly 
follows spinal lesions above the lumbar 
enlargement. 

Tauszki’s case is particularly interesting, 
since after a fracture of the cervical ver- 
tebrz priapism lasted for the eight days of 
life, and thirty-six hours after death was 
still found fully developed. There is at 
least one case in the author’s collection in 
which syphilitic lesior was the cause of this 
condition. There are two cases in which 
priapism followed perineal trauma, one fol- 
lowing a fall and the other a kick. Opera- 
tion showed a small hematoma of the caver- 
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nous body in the latter case. A number of 
instances of priapism as an expression of 
local tuberculosis are on record. 

In Terrier and Dujarier’s collected 48 
cases, 16 were due to leukemia, 9 are of 
unknown origin. Autopsy performed in 
cases has always failed to show thrombosis. 
The spongy body is distended by thick, 
black blood, very rarely containing small 
clots. A single incision is sufficient to evac- 
uate the contents of both cavernous bodies, 
because their vessels communicate. Twice 
the colon bacilli have been found in the 
thick blood thus evacuated. An autopsy 
of one cured case demonstrated that the 
cavernous bodies were transformed into a 
fibroid mass without any trace of spongy 
tissue. 

The authors reject the nervous theory 
for the great majority of cases, excepting 
in the instances of spinal fracture. <A 
thrombotic theory is negatived by the re- 
sults of operation since the blood, though 
retained in the cavernous bodies, does not 
clot. The authors are more inclined to 
accept the theory of a hematoma compress- 
ing the afferent veins; thus might be ex- 
plained the priapism following coitus and 
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defecation and even that occurring in leu- 
kemias, since such patients are particularly 
prone to hemorrhage. They acknowledge 
that this theory is not completely satisfac- 
tory \since the curative effect of operation 
negatives it to an extent, and also the fact 
that the spongy body is practically immune. 

\s to treatment, the number of remedies 
indicated is a sufficient index as to the un- 
satisfactory effect of each and all. Although 
it is true the majority of cases recover, this 
result follows weeks and sometimes months 
of suffering. Operative interference seems 
indicated not only from the standpoint of 
prompt relief but also that of ultimate 
restoration of function. The authors advise 
surgical intervention as soon as _ possible, 
and apparently justify this by the figures. 
This intervention consists in incising the 
fibrous tunic of the cavernous body, empty- 
ing the blood, suturing this tunic most 
carefully, and closing the skin incision. The 
only complication likely to follow is that of 
infection. Should this occur the cavernous 
body mustbe drained. The authors believe 
that by this proceeding the transformation 
of the erectile cavernous tissues into a 


fibroid mass may be avoided. 


REPORTS ON THERAPEUTIC PROGRESS. 


ACCIDENTS FOLLOWING THORA- 
CENTESIS. 


Exploratory puncture of the thorax is so 
frequently resorted to, and the results of 
the operation are so generally satisfactory, 
that the possibility of accident is hardly 
considered. Accidents do occur, however, 
of varying degrees of severity, and there 
may even be a rapidly fatal result. The 
removal of quite moderate amounts of 
fluids is well known to have produced sud- 
den death, but the fact that this may follow 
simple exploratory puncture is not so well 
known. Some ten instances of this accident 
have already been reported, in eight of 
which a consolidated lung was the cause of 
the ambiguous signs, having been punc- 
tured by the needle. The explanation 
which has been accepted in most of the 
cases is that the sudden syncope is due to 


afferent impulses conveyed to the medulla 
along the vagus nerve, the terminal fibers 
of which have been rendered unduly sensi- 
tive by compression or inflammation. 
Russel, who advances this theory, consid- 
ers that the pulmonary fibers are a more 
likely source of the impulse than the 
pleural. Death may be preceded for sey- 
eral days by unconsciousness or convul- 
sions, due to the cerebral anemia produced 
by cardiac inhibition and extreme lowering 
of the blood-pressure. That there are other 
causes which bring on sudden death in 
these cases is shown in one reported by G. 
G. Sears in the American Journal of the 
Vedical Sciences for December, 1906, in 
which the exploring needle could hardly 
have reached the pulmonary branches of 
the vagus, as a subsequent autopsy showed 


that the two surfaces of the pleura were 
‘ 
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separated by a considerable layer of fluid. 
The patient presented a pleurisy with ef- 
fusion, and aspiration had already been 
performed. When this operation was re- 
sorted to a second time the man immedi- 
ately collapsed, becoming cyanotic and al- 
most pulseless. He died fifteen hours later, 
and there were no evidences of any cerebral 
lesion. 

Another accident which may result from 
thoracentesis is the production of a pneu- 
mothorax, of which a moderate number of 
instances have been reported, including four 
recent ones by Sears. The latter thinks 
that the comparatively small number of 
cases recorded by no means represent the 
frequency with which the accident probably 
occurs in practice, and he suggests that it 
often escapes recognition, as the patient 
usually recovers. Where a doubt exists it 
may be cleared up to a large extent by the 
use of the x-rays. When a fatal issue ensues 
it is probable that the pneumothorax did 
not contribute to this result, as there are 
ordinarily a sufficient number of other fac- 
tors to bring this about. Various theories 
have been proposed to account for the ac- 
cident, among which may be mentioned the 
entrance of air through the aspirating pump 
or an unguarded needle. 

The causes of pneumothorax just enu- 
merated may be avoided by a more careful 
attention to technique, but there seems to 
be no way of overcoming the danger of 
puncture of a solid lung by a needle used 
for diagnostic purposes. The fact should 
serve aS a warning, however, against the 
reckless use of the exploring needle before 
the resources of a physical examination 
have been exhausted. When fluid is to be 
removed, the dangers of a pneumothorax 
may be avoided by allowing the fluid to 
drain away very slowly, and not insisting 
that every drop be evacuated. Especially 
in chronic cases, in which the lung does not 
expand promptly to take the place of the 
evacuated fluid, this precaution should be 
observed. Sears thinks that siphonage is 
decidedly safer when the effusion is large 
or has existed for a long time, and refers 
to Forlanini’s method as being still safer, 
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according to which sterile air is introduced 
to replace for the time being the fluid re- 
moved.—New York Medical Record, Jan. 
26, 1907. 





TREATMENT OF SCARLET FEVER. 


In the Archives of Pediatrics for Jan- 
uary, 1907, PoLozKeERr tells us that in some 
epidemics no matter what is done, nor how 
long the child is kept in bed and on a fluid 
diet and kept from all exposure, it will get 
nephritis. The renal inflammation is sup- 
posed to be due to some toxin of this dis- 
ease circulating in the body; this in passing 
produces an irritative inflammation of the 
kidneys. For that reason the child should 
be made to pass very much diluted urine 
with lots of water, which will aid the kid- 
neys, and in that way prevent inflammation. 
Warm baths, packs, rubbing, keeping the 
patient warm, sweating, making the skin 
active, should be employed to lessen the 
work of the kidneys. Often the hot bath 
should be followed by the pack. 

A bath, the temperature at 102° or 103° 
F., or even higher, raising the temperature 
gradually for half an hour or longer, is 
good ; and then the child should be wrapped 
in a hot and wet linen sheet, covered with 
blankets, and put in a warm bed, a cold 
cloth being applied to the head and kept 
there all the time. Then the child should 
be dried and rubbed well and a warm night- 
robe put on. Hot air or steam baths, and 
baking apparatus, the same as are used 
in rheumatism, are also advantageously 
used to produce diaphoresis. The diuretics 
usually do no good. Infusion of digitalis 
is about the best. Potassium acetate and 
calomel are also used, but the results are 
not encouraging in nephritis. Water or 
other fluids of any kind are just as good. 
Good daily excretions of urine and sweat- 
ing are aimed at to prevent uremia. 

When uremia does come with convul- 
sions, free inhalation of chloroform, hot 
baths, chloral, and bloodletting should be 
used; dropsical effusions should be ‘left 
alone. 

Bronchopneumonic complications are 
treated as in other cases. For joint swell- 
ings, immobilizing, quiet, warmth, sodium 




















salicylate or sodium bicarbonate, oil.of win- 
tergreen, etc., are used as necessary. 

To sum up, the writer would ask for: 

First, the more thorough isolation of the 
patient. 

Second, isolation for a while of other 
members of the family that come in con- 
tact with the patient, especially children. 

Third, more care by the physicians and 
those who wait upon patients. 

Fourth, a more thorough disinfection of 
premises after discharging a patient with 
scarlet fever. 

Fifth, early diagnosis and more careful 
watching by the physician in mild cases of 
scarlet fever. 

Sixth, the use of antistreptococcus serum 
in all cases showing any tendency to be 
severe, or accompanied by any complica- 
tions, especially angina. 

Seventh, the removal of hypertrophied or 
diseased tonsils and adenoids in children. 

Eighth, the frequent examination of 
urine in scarlatinal cases. 

Ninth, the continued care of the patient 
until all the desquamation is over and all 
complications are well; especially so with 
otitis. 

Tenth, refusal of permission to go to 
school for the longest time possible con- 
sistent with education. 

Eleventh, the refusal of surgical and ob- 
stetrical cases by the physician attending 
many cases of exanthemata. The time will 
come when the exanthemata will be treated 


by a specialist only, a man that will confine . 


himself to these cases. 

Twelfth, constant efforts to enlighten the 
laity upon the dreadful results of this dis- 
ease and its complications, and for more 
rigid health laws. 


THE USE AND ABUSE OF SODIUM 
BICARBONATE. 


In the whole range of drugs in common 
use there is perhaps none the pharmacologi- 
cal value of which is considered less open 
to question than sodium bicarbonate. It 
has enjoyed a wide vogue for many gen- 
erations in cases of gastric pain and hyper- 
acidity of the stomach. It is important, 





REPORTS ON THERAPEUTIC PROGRESS. 






545 


therefore, to notice in the Bulletin des 
Sciences Pharmacologiques, 1906, No. 10, 


-a monograph by Dr. Leon Meunier in 


which the value of this classic remedy in 
allaying gastric pain is discredited. Dr. 
Meunier states that the action of the drug 
is generally explained in the following way : 
Gastric pain is due to an excess of hydro- 
chloric acid, which causes no inconvenience 
during digestion owing to its absorption by 
the food. But when the stomach is empty 
the acid begins to exercise an irritating 
action. upon the sensitive nerves of the mu- 
cous membrane. The acid is neutralized, 
and as a result the pain is removed by the 
administration of bicarbonate of sodium at 
an interval of two, three, or four hours 
after a meal. 

Having doubts as to the validity of this 
theory Dr. Meunier set himself to investi- 
gate both clinically and chemically the part 
played by the drug. He found that in 
nearly every one of 16 cases the most severe 
pain was experienced when the hydro- 
chloric acid of the stomach was at a min- 
imum. As bicarbonate of sodium was uni- 
formly successful in relieving the pain, Dr. 
Meunier was led to attribute its beneficial 
action not to a mere neutralizing effect but 
to the production of carbon dioxide, which 
exerts a calmative effect on gastric pain. 
The acceptance of this hypothesis suggests 
the unsuitability of administering sodium 
bicarbonate alone as a source of carbon 
dioxide, since its therapeutic action is pro- 
portional to the quantity of hydrochloric 
acid present in the stomach, and is liable, 
therefore, to great variation. Moreover, 
the saturation of the hydrochloric acid by the 
sodium salt retards the progress of gastric 
digestion, as pepsin acts only in an acid 
solution, and it further retards intestinai 
digestion, as the acidity of the gastric juice 
has been shown by Pawlow to be the spe- 
cific excitant of the pancreatic gland. This 
drug may thus reduce a patient to a state 
of alkaline cachexia, which led Trousseau 
to utter the dictum: “The abuse of alkaline 
drugs has done more harm than the abuse 
of mercury.” 

Dr. Meunier suggests that it is more ra- 





| 
i 
i 
q 
















546 THE THERAPEUTIC GAZETTE. 


tional to produce carbon dioxide in the 
stomach by means of tartaric acid and a 
mixture of carbonates, so chosen as to 
evolve the gas slowly and continuously 
without modifying the acidity of the gastric 
juice. The tartaric acid is préscribed in 
one-gramme powders, and the alkaline 
powders contain sodium bicarbonate 0.4 
gramme, calcium carbonate 0.3 gramme, 
the hydrated magnesium carbonate 0.2 
gramme. The patient is directed to add an 
acid and an alkaline powder separately, 
each to half a glass of water, and when the 
pain commences to take alternately table- 
spoonful doses of the acid and alkaline 
draughts. Dr. Meunier has found that 
gastric pain is most readily relieved by this 
treatment, whereas the administration of 
the alkaline draught alone is much less effi- 
cacious. From clinical experience he con- 
cludes that the carbon dioxide acts as a 
sedative by accelerating the evacuation of 
food from the stomach.—London Lancet, 
Jan. 19, 1907. 


THE TREATMENT OF GONORRHEAL 
CONJUNCTIVITIS. 

Etrces in the Lancet of January 12, 
1907, says that taking the ordinary case of 
an infant, commencing on the third day, 
we find the usual condition: the upper lid 
red, glossy, edematous, overhanging the 
lower; the lids gummed by dried matter, 
the scarlet villous palpebral conjunctiva, 
and the ropy pus. The microscope may 
be used to clinch the diagnosis, but it is 
a matter of scientific rather than thera- 
peutic interest. What we at once look 
at is the cornea, and as to this we have a 
rule—almost a canon of surgery—‘if the 
cornea is clear a favorable issue may be 
predicted.” The neonatal cornea is ex- 
ceedingly vulnerable, the more so as there 
are no tears to protect it, and the affected 
infants are so often syphilitic. At the best 
the cornea is not remarkable for vitality. 
Dependent for its nutrition on lymph dif- 
fusing along the interlamellar canals from 
the marginal vascular loops, any stasis in 
the circumcorneal vessels will threaten ne- 
crosis. In the infant it is thinner as to 





the substantia propria, and yet more so in 
the epithelium, where, instead of a transi- 
tional layer five or six cells thick, it con- 
sists of one layer of squames on a single 
layer of cuboidal cells. Hence we can 
understand how it is that whilst in the 
adult the ulcers are usually peripheral and 
are caused by the retention of pus between 
the corneal edge and the overhanging ring 
of chemosed conjunctiva, in the infant the 
ulcer is central from’simple devitalization. 
That such stasis is present is clear from 
the researches of Schridde, Golesceano, 
and others. 

On the question of remedies, beyond a 
universal admission of the specific value 
of silver salts, the atmosphere is almost 
polemic. For some time nitrate of silver 
was thrown in the shade by the newer or- 
ganic preparations, whose universal good- 
ness glowed so enticingly in our daily 
batch of circulars. But it was not long 
before it came into its own again, and we 
find Th. Saemisch, in the new edition of 
Graefe and  Saemisch’s “Handbuch ftir 
Augenheilkunde,” discarding entirely the 
new compounds and pinning his faith to 
the old salt. In this he is supported by 
many of the foremost authorities, notably 
by Bernheimer, Bailiart, and Alvarado. So 


‘far the strongest rival of the nitrate is 


protargol, and Saemisch’s attack elicited a 
vigorous rejoinder from Pfalz, who has 
used protargol exclusively for six years 
and never required a solution stronger 
than 10 per cent. 

In his own experience the author has 
learned to rely on protargol much more 
than on any of the others, but one difficulty 
—and it is- indeed a drawback—is the 
need for its continuous use in a serious 
case. Whereas with the nitrate one can 
manage well with three applications daily, 
with protargol applications have to be 
made every half-hour, day and night, so 
that the patient, to say nothing of the at- 
tendants, is worn out by want of sleep. 
Apart from this, it is questionable if it is 
really equal to the nitrate, as witness the 
statement of Darier and Abadie, that 
whenever the cornea shows signs of necro- 
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sis they always resort to the nitrate. In 
the adult it is the author’s practice, first, 
to irrigate the sound eye and then to instil 
10-per-cent protargol before putting on the 
Buller shield, since we have no ground for 
The 


affected eye is then irrigated thrice daily 


assuming its freedom from infection. 


with 250 cubic centimeters of a solution of 
nitrate, 1 in 300, in warm distilled water. 
\fter each irrigation, applied by a glass 
undine, he instils two drops of 2-per-cent 
nitrate, and does not neutralize this with salt 
solution. In all adult cases he divides the 
external canthus. This may seem a heroic 


proceeding, but.in view of the extreme 


danger to sight it is insignificant. One 
blade of a pair of strong scissors is pushed 
under the commissure as far as it will go, 
and the intervening tissues are severed at 
The outer tarsal ligament 


will elude the 


a single stroke. 


is very resilient and grasp 


of any but sharp blades. It is remarkable 
this 


handling of a case. 


how greatly facilitates the proper 
The cornea is at once 
removed from pressure, as the edematous 
lids are depleted by the free bleeding, and 
orbicular spasm is also done with. 
more valuable 
folds. 
one would expect, when all swelling has 


subsided there is very little wound left and 


away 


Even is the. free access to 


the retrotarsal Contrary to what 


blepharoplasty is not needed, although that 
would be a simple matter if it were. 
During the interval between the irriga- 
tions it is usual to employ frequently re- 
newed dressings kept moist and cold on a 
block of ice. As a general surgical meas- 
ure the use of cold topical applications is 
diminishing as a result of our increased 
acquaintance with the pathology of inflam- 
mation. This applies with unusual force 
to ophthalmic surgery, where there is ab 
initio a lessened vitality, in the face of 
which it is illogical to reduce the corneal 
temperature, and where, moreover, owing 
to the thinness of the intervening tissues, 
the temperature can be influenced to an 
unusual degree. Warm applications, on 
the other hand, maintain an impaired nu- 
trition and are much more grateful to the 


patient than cold ones. When the stage 


of ocular gleet has been reached it will be 
found, as in urethral work, that simple 
astringents are of more use than the anti- 
septics. There are many which may be 
employed, but the author has found none 
superior to the old-fashioned “lapis divin- 
of the 


us” rubbed on the inner surfaces 


lids. 


THE TREATMENT OF PLEURISY WITH 
EFFUSION. 

FORCHHEIMER, in the Journal of the 
American Medical Association of January 
5, 1907, 
fusion, says that as to contraindications, he 
The dan- 


in speaking of operating for ef- 


does not believe that any exist. 
gers oi removing fluid from the chest are 
always insisted on; they certainly can be 
reduced to a minimum when the operation 
is performed with the necessary precau- 
The writer has always used: the 
has 


tions. 
aspirator, and in all his experience 
never had a bad result. When the aspirator 
is properly used it is as safe as withdraw- 
ing the fluid with a trocar and siphon ar- 
rangement, and much more convenient,- as 
the flow of the fluid can be controlled and 
no air can enter the chest. In addition to 
complete asepsis, the following precautions 
are essential to safety: The pressure within 
the aspirator should be reduced to its mini- 
mum in the beginning; it is rarely neces- 
sary to increase it at any time. As the 
intrapleural pressure with effusion never 
exceeds 40 millimeters of mercury (about 
two inches), anything below this will suc- 
ceed in aspirating the fluid. So that at first 
the aspirator should contain air. If the 
negative pressure in the aspirator be too 
great the lung will be suddenly expanded, 
which may be followed ‘by all those un- 
pleasant consequences which are so, thor- 
oughly understood by all of us. Very little 
negative pressure is necessary in the aspi- 
rator, as it is more than likely that most 
fluids would flow from the pleural cavity 
without much suction, as when an opening 
is made the pressure of the fluid is the 
intrapleural pressure. 

The next precaution to be taken, and just 
as important as the former, consists in not 
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attempting to withdraw all the fluid at one 
sitting. Aside from the fact that this is 
impossible, it would be unnecessary if it 
were possible. Furthermore, the drawing 
off of these large quantities of fluid at one 
time leads to dangerous conditions: albu- 
minous expectoration, cough, syncope, 
acute edema of the lungs, death. No rule 
can be laid down as to how much fluid 
should be removed at one time. In a num- 
ber of cases the author has found that the 
removal of a hypodermic syringeful of 
serum started absorption, and the case then 
went on to complete recovery. Stintzing 
and v. Gerhardt have also had this same 
experience. But no one would think of 
withdrawing so small a quantity of fluid 
when there are serious symptoms which are 
due to compression or other causes; here 
the removal of a sufficient quantity of fluid 
to cause the symptoms to disappear is all 
that is called for. This may be 300 cubic 
centimeters, it may be more; but under all 
circumstances not any more should be with- 
drawn than is necessary to remove all the 
symptoms. Absorption then will be started, 
and if this should not be the case another 
paracentesis should be done at some future 
time. In most cases it will not be difficult 
to determine when the second aspiration 
should be performed; when dangerous 
symptoms reappear, or when absorption 
does not take place in a few days, it is time 
to aspirate again. In following this method 
we do no harm, and we imitate the process 
of nature, as Alexander James puts it. The 
author states that in neglecting this pre- 
caution the usual accidents have occurred 
with siphonage as well as with the aspi- 
rator. 

Another precaution to be taken is that 
the patient be in a position which ap- 
proaches the recumbent as nearly as pos- 
sible. When a large quantity of fluid exists 
in the pleural cavity there follows compres- 
sion of the lungs, the heart, and of the 
larger blood-vessels. If this exists for 
some time there takes place a process 
that can be called compensatory. When 
the pressure is suddenly removed, the cir- 
culation is suddenly changed and serious 


conditions may arise, in part also due to 
the opening of blood-vessel areas that have 
been dccluded. It is an established fact 
that in the recumbent position the human 
being can withstand changes in circulation 
better than in the upright. The reason for 
this is found in the fact that gravity has a 
decided effect on the circulation; if a pa- 
tient has a quantity of blood withdrawn 
from his brain on account of a sudden de- 
termination to the central organs the effect 
will be less in a recumbent position than in 
an erect position. 

Lastly, the patient should be carefully 

watched while the fluid is being withdrawn ; 
if he coughs violently and spasmodically, if 
he has a feeling of constriction or ‘feels 
faint or has great pain, the operation must 
be interrupted. After a little while, the 
symptoms having disappeared, another at- 
tempt may be made; if the symptoms again 
appear, the needle must be withdrawn and 
the patient put to bed. 
. After the fluid has been removed it is 
well to keep the patient in bed and under 
observation for a short time. Depending 
on the cause of the exudation he may, if no 
symptoms appear, be allowed to rise in a 
day or two. In all cases respiratory gym- 
nastics should be advised. In tubercular 
cases the after-treatment should be that of 
tuberculosis. 





APOPLEXY AND ITS TREATMENT. 


In the Clinical Journal of January 16, 
1907, GUTHRIE in speaking of ‘the methods 
of treating cerebral compression caused by 
hemorrhage advises that in traumatic cases, 
when the bleeding is from a meningeal ves- 
sel, and upon the surface of the brain, the 
obvious course is to trephine, close the 
bleeding vessel, and turn out the clot. The 
method in such cases has been strikingly 
successful. This is inapplicable in cases of 
spontaneous intracerebral hemorrhage. In 
such cases palliative trephining has been sug- 
gested, with a view to lessening intracranial 
pressure; but Hill has shown that removal 
of a small circle of bone gives no relief, for 
the brain simply presses up against the 
trephine hole and closes it like a valve. Re- 
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moval of a large portion of cranial bone 
might relieve by allowing compensatory ex- 
pansion of the volume of the brain; but so 
formidable a procedure is quite unjustifiable 
in practically all cases of intracerebral hem- 
orrhage. Moreover, the result, in all like- 
lihood, would be to create fresh hemor- 
‘ rhage. 

No treatment can obviate the results of 
direct compression of cerebral vessels by a 
clot in the interior of the brain. We can 
only try to prevent increase of the pressure 
which already exists. 

Asphyxia, due to mechanical obstruction 
of respiration, may be combated by drawing 
forward the tongue and chin, and placing 
the patient on his side, so that secretion may 
trickle out of the mouth instead of passing 
down the trachea. He should lie on the 
paralyzed rather than on the non-paralyzed 
side, in order to allow the latter some scope 
for action. When the bronchi are becoming 
choked with mucus, injection of atropine 
may check the secretion. Atropine, more- 
over, may be useful in stimulating the re- 
spiratory center and in lowering arterial 
tension. 

Venous Depletion, Indirect and Direct.— 
Purgation by calomel or croton oil answers 
the purpose of indirect depletion, and may 
in clear cases of cerebral hemorrhage be 
recommended. Venesection fell into disre- 
pute in apoplexy because it was carried to 
excess and used indiscriminately for all 
cases of unconsciousness, whether due to 
hemorrhage, occlusion of cerebral vessels, 
or simple syncope. The indications for 
venesection are, however, fairly clear, and 
if correctly observed it is difficult to believe 
that abstraction of a few ounces of venous 
blood can be otherwise than beneficial in 
cases of cerebral hemorrhage in the second 
stage. The condition which venesection 
may relieve is venous congestion of the 
brain, intensified by obstruction of exit of 
the blood from the right heart, such ob- 
struction being the result of asphyxia. 

When the left heart labors in vain to over- 
come resistance afforded by high arterial 
tension in front, backward pressure is in- 
duced in the right heart, which becomes 
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engorged and unable to empty itself. Back- 
ward pressure spreads to the jugular and 
thence to the cerebral veins, a condition 
which aggravates pressure already produced 
by the intracerebral clot. The condition can 
only be rationally treated by temporarily 
aiding the right heart, and reducing the in- 
travenous cerebral pressure by tapping a 
vein. 

The condition which warrants venesec- 
tion is manifested by a full, tense pulse, a 
laboring heart, with failure and acute dis- 
tention of the right auricle and ventricle, 
and engorgement of the cervical veins. 
Venesection is contraindicated by a weak, 
small, fluttering pulse, with failure of a 
chronically (not acutely) dilated heart in 
debilitated, aged subjects. 





ARTERIAL SCLEROSIS. 

In an article on this important subject 
in the British Medical Journal of January 
12, 1907, HeRRINGHAM in speaking of 
treatment says that our business is to act 
upon some plan which will give the most 
hope for treatment. We cannot expect to 
remove disease already fixed permanently 
in the arteries. We can with some hope- 
fulness attack a floating impurity in the 
blood. It is on this side that the chances 
of treatment are best. 

Of course, if symptoms are severe, the 
first necessity is rest in bed, and under it 
alone a good many cases improve. Mus- 
cular effort produces for the time great 
rise of pressure, and complete muscular 
rest removes these moments of strain and 
gives the heart a chance to recover its 
tone. 

But the author has chosen a slight case 
for his example, and chiefly on this ac- 
count—that in such a case the last stage 
has not been reached, and that we can not 
only remove the symptoms for the time, 
but to a great extent prevent their in- 
crease and recurrence. 

Such a patient will not be in bed, and 
will. not be greatly benefited by going 
there. We can, however, do him a great 
deal of good by drugs, by diet, and by 
regulation of his habits, 
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It is highly important that such a man 
should take a certain amount of regular 
exercise daily; for though exercise, if se- 
vere, strains the heart, it is, mod- 
erate, the best possible means of insuring 
The author has suy- 


when 


a healthy metabolism. 
gested that this may be through the chemi- 
cal activity of the themselves. 
That is only a suggestion—nothing more. 


muscles 


The effect may be due to other causes; 
but of its reality there cannot be doubt 
at all. 

The second point is early ‘rising, but the 
author states he cannot give any other 
reason why this should do good than that 
perhaps it promotes metabolism by giving 
opportunity for a little exercise before any 
large meal has been taken. 

And a third is the renunciation of to- 
bacco. The power of a pipe of tobacco 
in raising the pressure in man is as cer- 
tain as is the result of its injection in ani- 
And though we cannot suppose that 
smoking produces such extreme changes 


mals. 


in the arteries as do the strong injections 
used in animal experiments, the results of 
these must weigh greatly with us in treat- 
ment. 

In some cases severe symptoms are for 
the time greatly relieved by nitrites; but 
Still the 
author has known men made much more 
comfortable by small doses of nitroglycerin 
given for a week or two. For a more 
permanent effect small doses of potassium 
iodide have been highly recommended. 

The author believes that no drug. ap- 
proaches calomel. Given in small doses 


their effect is usually transient. 


s 


of-1 grain or % 


4 grain every night for a 
short time and repeated at intervals, it 
sometimes is of very great use. It is 
not its purgative effect that is needed; it 
is really what is called an alterative. Every 
one appreciates its effects on the spirits, 
and the author believes this to be chiefly 
an effect on the blood-pressure, .for it is 
known that melancholy is a state in which 
the pressure is high.’ [With this we can- 
not agree. The reverse is the case.—Ep.] 

Alkalies act chiefly by increasing the 
flow of urine, and this, especially in cases 
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complicated by nephritis, is often of great 
importance. 
He thinks that diet is perhaps even 


more important than either habits or 
drugs. He has not any doubt that in some 


cases a very light diet acts like a charm, 
of which he gives an example. 

A man of over fifty, very thin and 
spare, was complaining of severe dyspnea 
and oppression, and had been in bed for 
home without 
There 


some time at benefit. He 


could not lie down. was no dis- 
ease of his lungs, no edema, no dilatation 
of the right side of his heart, and no albu- 
minuria. The author is not prepared to 
say his kidneys were healthy; probably 
they were fibrous. But the main thing 
about him was extreme degeneration of 
his radial artery and a very high blood- 
pressure. He was put on a hospital milk 
diet, and from that moment improved rap- 
idly. He usual 
food, and in three weeks his symptoms re- 
turned. This time the author made him 


go on milk diet at his own home, and the 


went out, resumed his 


result was as good as before. 

This effect, however, does not always 
follow. Almost at the same time the 
writer tried this diet on a rather older 
man with the same symptoms without pro- 
ducing any effect on his blood-pressure. 
He improved slowly, just as such cases 
usually improve when they lie up. 

Whereas in the first case it seemed that 
the alteration in diet really removed to a 
great extent the cause of high pressure, 
which was, therefore, probably a floating 
impurity, in the second case it is reason- 
able to suppose that the pressure was due 
to some permanent changes in the vessels. 
Under such circumstances the high pres- 
sure is necessary for the blood flow, and 
all we can do is by rest and small doses 
of digitalis to strengthen the heart for its 
task. 

The author does not quite know how, 
when this treatment succeeds, the effect is 
produced. It is not the necessary result 
of milk, for if milk alone is given, which 
involves drinking five pints daily, it is said 
to increase the blood-pressure rather than 
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diminish it. The milk diet which the au- 
thor employs, however, contains milk (2 
pints), bread and butter, rice or custard 
pudding, and tea (1 pint). There are 
about 70 grammes of proteid in it. The 
reduction of blood-pressure, therefore, 
might be due either to the reduction of 
proteid or to the alteration of the kind of 
proteid taken. 

In some cases the author thinks the first 
is certainly the most important. In chronic 
nephritis, which always means diffuse 
nephritis—for interstitial nephritis is a 
latent disease—it used to be the custom to 
prohibit meat. Hale White and von Noor- 
den have written against this treatment, 
and the author fully agrees with them. 
Such patients do much better with meat 
than without it, but the total of their food 
must be kept at a very moderate level, be- 
cause their means of disposal of refuse 
are crippled. 

But we must not expect to reduce pres- 
sure in them; in later stages, at any rate, 
it does not fall, even when, owing to 
uremic vomiting, scarcely any food is 
taken. This obstinacy may perhaps be due 
to disease of the abdominal arteries. It is 
known that these vessels have a prepon- 
derant influence on blood-pressure, and 
also that they are nearly always diseased 
in chronic nephritis of middle life. But 
it seems more probable that, as experi- 
ment suggests, the degenerating renal tis- 
sue pours a toxin into the blood which no 
change of diet could remove. In such 
cases the one important thing is to drain 
the poison off by increasing the flow of 
urine. 

In other cases, however, he thinks it 
possible to deny that the kind of proteid 
taken is of importance. He is not at alla 
faddist about food, and does not share the 
belief that meat invariably floods our tis- 
sues with uric acid, and he thinks that 
many people are the better for a little wine. 
But his observation leads him to think 
that there is a great variety in the meta- 
bolism of different persons, and that ‘the 
diet which is good for one is, quite apart 
from gastric indigestion, poison for an- 
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other. There is exaggeration in this as 
in all things, and it is not often that a 
patient’s observation of his own symptoms 
can be accepted without reserve. Still, it 
is the author’s belief that chemical analysis 
has much further to go than the mere esti- 
mation of calories, or of the nitrogenous 
contents of the ingesta and excreta, and 
that our own observations if carefully 
made will often tell us more than chem- 
istry ean yet explain. Chronic rheuma- 
tism, some forms of headache, and high 
blood-pressure appear to the author to be 
clues of special importance in examining 
the effects of different forms of proteid, 
and he thinks there is a great deal to be 
done by following them up. 

The writer does not ascribe the same 
importance to, carbohydrates. They have 
ereat influence on digestion: Some peo- 
ple cannot eat bread or potatoes, some 
can eat raw sugar but not cooked sugar, 
and so on; but he has not observed that 
they affect blood-pressure. 

He says the same of minerals. Salt has 
a certain connection with edema, but this 
Calcium 
he never saw have any effect at all. 

This, however, may be from want of 


is not through blood-pressure. 


observation on his part, for he sees that 
others think differently. 

Meanwhile there is one lesson that mid- 
dle age has always to learn, and that is 
that it must be moderate, and that modera- 
tion means something very different from 
the ordinary meals of healthy and active 
youth. 





ON WHITE-WINE WHEY IN INFANT 
FEEDING. 

Myers and STILL, in the Lancet of Jan- 
uary 12, 1907, remind us that among the 
many foods which are occasionally of 
value in infant feeding sherry whey, or 
“white-wine whey,’ as it is sometimes 
called, must hold a high place, not be- 
cause it has any particularly large nutri- 
tive value but because it combines certain 
properties which are of great importance 
under certain conditions. Like the ordi- 
nary whey prepared with rennet, the whey 
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made with sherry is easily digestible owing 
to the removal of the milk-curd in the 
process of preparation; and, like the ren- 
net whey, it has also lost a large propor- 
tion of the milk-fat owing to its entangle- 
ment in the curd which was strained off. 
The curd, however, from sherry whey is 
flocculent, and thus unlike the curd en bloc 
produced by rennet; the fat also for this 
reason is less completely entangled, and 
the proportion remaining in the sherry 
whey is as high as that in a rennet whey, 
in which special precaution has been taken 
to liberate the fat so far as possible by 
breaking up the curd before straining. 
Their own analysis of sherry whey, pre- 
pared as will be described below, showed 
proteid 0.45 per cent, consisting almost 
entirely of the easily digested lactalbumin, 
fat 0.95 per cent, and there is also present 
(but not estimated by the authors) sugar 
about 5 per cent. The sherry whey there- 
fore’is, like rennet whey, a food low in 
nutritive value, but such as might be ex- 
pected to agree well where there is diffi- 
culty in digesting the stronger prepara- 
tions of milk. But sherry whey has other 
properties which do not belong to the 
ordinary rennet whey. The sherry which 
is used in its preparation gives to the 
white-wine whey its peculiar flavor, which 
is said to be due to-the presence of es- 
sential oils or volatile ethers in the wine, 
constituents which probably contribute to 
the carminative effect, which is one of the 
virtues of this food. 

Sherry whey has also a markedly acid 
reaction, and it would seem from the good 
results of buttermilk and of other prepara- 
tions in which lactic acid fermentation has 
been artificially introduced in milk that 
acidity of the food, so far from being 
harmful, is sometimes beneficial in infant 
feeding. Sherry owes its acidity chiefly to 
tartaric and acetic acid, and its curdling 
action upon milk is due to this acidity. 
Sherries, however, vary in their acidity, 
and it is a matter of common knowledge 
that a “drinking sherry” curdles milk 
much less readily than Joes a “cooking 
sherry.” They found, indeed, that from 
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three to’ four ounces of drinking sherry 
was required to curdle half a pint of milk, 
which was readily curdled by two and a 
half ounces of cooking sherry. This is a 
point of some practical importance, for 
as will be shown, the proportion of alcohol 
in sherry whey made with the cooking 
sherry is quite as high as is convenient, 
and -it is not desirable, therefore, to use 
drinking sherry, which not only contains 
more alcohol but must be used in larger 
quantity. Actual estimation showed the 
difference in acidity to be as follows: 


Fixed acid Volatile acid 
(estimated as (estimated as 
tartaric). acetic). 


Drinking sherry (2s. 1d. per 


WON: adheniansawaus tenes 0.348 percent. 0.027 per cent. 
Cooking sherry (1s. per bot- 
GD dvsdecswdssscasesave 0.352 per cent. 0.081 per cent. 


Sherry whey, prepared as described be- 
low with this cooking sherry, showed fixed 
acid (tartaric) 0.067 per cent, and volatile 
acid (acetic) 0.015 per cent. More im- 
portant, however, than the acidity is the 
alcohol, which gives to this food its stimu- 
lant effect, and some observations have 
been made to determine the exact amount 
of alcohol present. It might be conjec- 
tured from the mode of preparation that 
part of the alcohol contained in the sherry 
would be lost by the volatilization during 
the heating of the food, but as to the 
amount so lost and the amount remaining 
in the whey no information could be found 
in any text-book. 

The method of* preparation which after 
experiment the authors fixed upon as the 
most satisfactory is this: Ten ounces of 
milk was heated until just boiling, then. 
two and a half ounces of cooking sherry 
was added and heat was applied again 
until the mixture began actually to “boil 
up,’ when it was removed from the fire 
and allowed to stand three minutes; the 
curd was then strained off through a two- 
fold layer of butter muslin. The alcohol 
in this whey was estimated by the usual 
method of distillation and determination of 
the specific gravity in the distillate. Esti- 
mation was also made of the alcohol pres- 
ent in the sherry used in each case. Drink- 
ing sherry (2s. 1d. per bettle) was found 




















to contain 16.46 per cent of alcohol by 
weight. Whey prepared with this (three 
ounces of sherry was necessary, as no 
smaller amount would curdle) contained 
as nearly as possible 2.6 per cent of alcohol 
by weight; and as the dilution of the 
sherry by the milk would make the per- 
centage 3.33, it is seen that 0.73 per cent 
of alcohol was lost in the preparation. A 
cooking sherrry, costing 1s. per bottle, con- 
tained 14 per cent of alcohol by weight; 
whey made therewith (using two and a 
half ounces as described) contained 2.28 
per cent of alcohol by weight. The dilu- 
tion of the sherry by the milk in this case 
would have made the proportion of alcohol 
2.8 per cent; in this case, therefore, 0.52 
per cent of alcohol was lost in the prep- 
aration of the whey. Another cooking 
sherry, costing 1s. 3d. per bottle, was 
found to contain 14 per cent of alcohol by 
weight; whey made with two and a half 
ounces of this sherry to half a pint of milk 
showed 2.28 per cent of alcohol by weight 
in one experiment and 2.3 per cent in an- 
other. Here, again, the loss of alcohol in 
the preparation of the whey amounted ap- 
proximately to 0.5 per cent. 

For clinical purposes brandy is a con- 
venient standard of comparison in consid- 
ering the alcoholic value of this food. An 
average brandy contains 42.5 per cent of 
alcohol by weight, so that if sherry whey 
be reckoned as containing 2.3 per cent of 
alcohol by weight, it is approximately one- 
eighteenth (strictly 1/18.4) of the strength 
of brandy, and one ounce of sherry whey 
is therefore, so far as alcohol is concerned, 
equivalent to 25.8 minims of brandy. In 
the use of sherry whey, therefore, it must 
be remembered that it is a food which con- 
tains a considerable quantity of alcohol. 

The conditions in which this food is 
suitable for an infant are those in which 
only small quantities of food can be toler- 
ated, and where a stimulant is necessary. 
Where there has been much vomiting, with 
or without diarrhea, and the infant has 
already been fed for some hours witb. 
albumen water or veal broth in small 


quantities, sherry whey often makes a use- 
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ful step toward the return to milk feeding; 
sometimes, indeed, in the acute stage, 
where there is still much vomiting, a 
drachm, or a few drachms, of this food 
will be retained in the stomach when other 
foods have been tried in vain. In cases 
in which owing to difficulty of milk diges- 
tion there has been chronic vomiting and 
the infant has become feeble and exhaust- 
ed, feeding for two or three days on 
small feeds of sherry whey alone, and then 
on alternate feeds of sherry whey and fully 
peptonized milk, is sometimes of great 
benefit. In the common cases in which 
food after food has been tried and the 
infant has become emaciated and screams 
with flatulence and colic after meals, 
sherry whey sometimes has a striking ef- 
fect in reducing the flatulence and colic, 
and so relieving the child’s distress; in 
such cases it may be given at alternate 
feeds for several days and then two or 
three times a day. The authors have seen 
excellent results from it also in the case 
of premature or very feeble newly-born 
infants. 

The quantity of shetry whey which can 
be given is limited chiefly to the alcohol 
which it contains. It is not intended 
for prolonged use, but the authors have 
often used it as the only food for a week 
or ten days, and when it is given 
at alternate feeds only it can be con- 
tinued if necessary for two or three weeks. 
To an infant six weeks old a tablespoonful 
can be given every half-hour or every 
three-quarters of an hour, and the amount 
and interval gradually increased until two 
ounces are taken every two hours. The 
quantity, however, as a rule is determined 
less by the age of the infant than by the 
general condition and the degree of tole- 
rance shown by the stomach. At any 
period of infancy it is seldom desirable to 
exceed from. two to two and a half ounces 
of sherry whey at a feed; but in excep- 
tional cases the writers have given as 
much as three ounces every three hours to 
infants about six months old, and even 
four ounces every three hours to an iny 
fant twelve months old, for two or three 
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days with great benefit. As a general rule 
it should certainly be laid down that sherry 
whey, like any other fluid which contains 
alcohol, should never be given to infants 
in larger quantity or continued for a 
longer period than the exigencies of the 
case require. 





AMYL NITRITE IN HEMOPTYSIS. 

GRACE-CALVERT in the Lancet of April 
6, 1907, asserts that the drug which seems 
to be most valuable in practically all cases 
of hemoptysis is nitrite of amyl. At first 
sight it appears to be madness to give a 
patient with a wounded and bleeding ves- 
which acts powerfully as a 
dilator of vessels, but, even though its 
action be only transient, it produces such 
an immediate fall in the general blood- 
dilatation of the 
throughout the body that the pressure at 
the bleeding point is lowered and there is 
time for clotting to take place, and the 
hemoptysis usually ceases almost instantly. 
Even if the pulmonary vessels are dilated 
the ill effects are more than counterbal- 
anced by the fall in blood-pressure, but 
Dr. Francis W. E. Hare (who first sug- 
gested the use of nitrite of amyl) quotes 
in an article in the first number of the 
British Journal of Tuberculosis experi- 
ments which seem to prove that it has a 
direct vasoconstrictor action on the ves- 
sels of the pulmonary periphery in spite 
of a vasodilator action elsewhere. It 
may, however, be urged that this con- 
striction of the pulmonary vessels is bad 
in that it must raise the blood-pressure in 
those vessels, but this seems to be more 
than counterbalanced by the fall in gen- 
eral pressure, whereas in the case of ad- 
renalin, ergot, etc., there is no correspond- 
ing fall in general pressure. Moreover, 
nitrite of amyl causes no reactional pul- 
hyperemia (after the anemia), 
while adrenalin apparently does, for the 
writer mentions a cyst being removed by 
a “bloodless” operation under cocaine and 
adrenalin, and next day a large clot of 
blood being found in the place which the 
cyst had occupied. Again, nitrite of amyl 


sel a drug 


pressure by vessels 


monary 
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has a further good point, and that is the 


fact that it does not interfere with 
coughing, and so does not place any 


obstacle in the way of the patient getting 
rid of the effused blood; hence it con- 
siderably lessens the risk of septic trouble 
later. 

It is the custom of the writer to always 
carry three-minim capsules of amyl nitrite, 
and as soon as he is called to a case of 
hemoptysis he breaks one: and tells the 
patient to inhale it quietly and regularly, 
and at the same time warns him of the 
feeling of fulness,in the head it produces, 
as he found this feeling had alarmed one 
or two patients. The bleeding usually 
stops almost at once, though the patient 
may go on coughing up clotted blood 
which has already been effused. After 
that, if the patient is excited or alarmed, 
or the lungs appear to be irritable, he may 
give a hypodermic of morphine. From his 
experience of its action, however, he be- 
lieves that in nitrite of amyl we have the 
best drug to administer first in any case 
of hemorrhage. 

The following are brief notes of cases 
treated with nitrite of 
amyl and may be of interest: 

Case I.—A youth, aged nineteen years, 
with most of the right lung consolidated, 
without any cavities, had a slight hem- 


which have been 


optysis (about half an ounce) one even- 
ing. It ceased for the time being after 


inhaling three minims of nitrite of amyl, 
though for the next three days he brought 
up blood-stained sputum. 

Case II.—This patient had advanced 
mischief in both and had many 
hemorrhages at various times. On March 
1 he had a small, sharp hemorrhage, which 
was followed during the next few days by 
several small attacks, all of which promptly 
yielded to inhalations of nitrite of amyl. 
He was placed on liquor calcii chloridi, 
and the blood gradually disappeared from 
his sputum. On May 8 he had another 
short hemorrhage which yielded at once 
to amyl nitrite, though he continued to 
bring up bright-colored sputum for a 
couple of days, apparently from a recently 


lungs 
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formed cavity. On the 17th he brought 
up three-quarters of a pint of blood, and 
this attack stopped after inhaling the con- 
tents of two capsules of amyl nitrite and 
morphine (quarter of a grain). On the 
next day at 5 p.m. he brought up two or 
three mouthfuls of bright blood, which 
after an inhalation. On the next 
day (May 19) he started a profuse hemor- 
rhage, and at once inhaled the contents of 


ceased 


a capsule, and was then given another by 
the When the writer arrived a 
minute or two later he appeared to be 
though the bleeding had appar- 
ently His heart beating 
irregularly and feebly, and his pulse was 
scarcely perceptible. A quarter of a grain 
of morphine revived him and he vomited 
a quantity of blood, which with what he 
There 


nurse. 


dying, 


ceased. was 


had coughed up made two pints. 
was no further hemorrhage, but he died 
ten days later. In this the 
is convinced that the nitrite of amyl saved 
him from immediate death on several oc- 


case writer 


casions. 

Case III.—This patient had a cirrhosed 
left lung of several years’ standing, active 
mischief throughout the right lung, and 
a dilated, irregular heart. He had seven 
attacks of hemoptysis during three days 
(several being fairly sharp), and_ all 
yielded more or less promptly to inhala- 
tions of amyl nitrite. He died a day 
later from sudden heart failure. 

Case IV.—This patient had 
culous mischief throughout the left lung 
and had three attacks of hemoptysis. The 


tuber- 


first stopped at once with one inhalation, 
but the next two did not yield so prompt- 
ly, perhaps because he did not have suffi- 
cient nitrite, as he did not have the feeling 
of fulness in the head to the same extent 
as on the first occasion. 





Case V.—This patient ex- 
citable man—had several attacks of hem- 
optysis at intervals of a few days which 
were all fairly promptly checked by in- 
halations of nitrite of amyl, though he 


a nervous, 


sometimes continued to bring up brightly 


colored sputum for a short time after- 


ward. 
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In all there are about 22 attacks of 
hemoptysis occurring in five patients, and 
in the whole of them. the bleeding ceased 
at once or diminished 
directly after the administration of the 
nitrite of amyl, so that it seems impossible 
not to ascribe the good effects to this drug. 


was remarkably 





WHERE TO SEND CONSUMPTIVES. 


Coss writes on this practical theme in 
the New York Medical Journal of Janu- 
ary 5, 1907. He thinks the hardest case 
for the physician to decide is the patient 
well-to-do but 
who is anxious to sacrifice everything to. 
get well. 
where to 
proper attention. 


who is neither nor poor, 
It is not always easy to know 
send person to obtain 
If he goes uninstructed, 
for example, to Denver, or to Phcenix, or 
Los Angeles, there is every likelihood that 
he will fall among thieves, and if he has 
but a moderate amount of money his story 
will run rapidly to a 
quack, to another he 


such a 


close. From one 
drags his utterly 
weary legs, the disease creeping upon 
him in spite of the never-ceasing sunshine. 
Then the lack of funds begins to pinch; 
if he has been fortunate enough to secure 
a position he loses it, even boarding- 
houses turn him from their doors. Down 
the rapids of despair rushes his frail bark, 
and the man who thoughtlessly sent him 
to the West is responsible for the dis- 
astrous outcome. It would have been bet- 
ter for such.a patient to have stayed at 
home. 

And even though the patient has plenty 
of money and comes West, it is not easy 
for him to obtain the kind of attention 
best suitable to his case, unless he goes 
to a good sanatorium. The average: con- 
sumptive and his friends will not admit 
that he has the disease, and they nearly 
always try to delude themselves, and 
others, that he is only “threatened,” or 
has “weak lungs.” To suggest that the 
patient go to a sanatorium usually brings 
trouble for the physician, for the patient 
foolishly believes that to go to such an 


institution is to proclaim the nature of his 
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disease. The only thing to which he will 
consent is to go West, but as a rule such 
a person is never satisfied, and it is first 


this altitude and that, his gaze ever west-— 


ward. On he moves from one town to 
another, while the tache of the great white 
plague deepens upon his prominent cheek- 
bones, and his rasping voice harshens to a 
croak. He little knows the tragedy writ- 
ten in his face as he turns from the un- 
welcoming stare- of one boarding-house 
keeper to another. Hotels and boarding- 
houses do not want the consumptive, 
whether rich or poor. 

Now if the physician had but insisted 
that there be no concealment of his trou- 
ble and had placed the patient in good 


hands at the start there would have been 


at least seventy-five chances that he would 
have recovered: So by all means try 
and persuade your patient to go first to 
a sanatorium, or at least arrange that he 
be under the direct supervision of a skilled 
specialist who will attend to the proper 
details for his care. Many patients go out 
West and promptly lose their lives, or all 
chance for recovery, because they have 
not been taught how to care for them- 
selves. There is everything in right liv- 
ing for the consumptive, and he can only 
learn the details of this new life under the 
guidance of a specialist. All scientific 
means to arrest the disease should be 
exerted early, but if the patient has not 
the money to secure everything needed, 
then by all means keep him at home, 
where, if he must die, he will be among 
friends and relatives. 

However, if after careful deliberation 
the decision is reached to send the patient 
to the West, explain all the conditions, as 
to length of stay, expense, etc.; then fix 
upon the place. There is a very foolish 
idea widely prevalent that if the con- 
sumptive is a young man he should be 
sent on a cattle ranch. Of all places the 
ranch is the worst for him. By all means 
beware of the ranch, for with thousands 
of cattle there will not be a drop of milk 
to drink; and the food and cooking! It 
is enough to say that the consumptive 
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has no business theres for it requires a 
rawhide constitution to keep pace with the 
roving cowboy. And, too, don’t send 
your case to a small town unless you know 
just what is there, for the accommodations 
and food are about on a par with the 
ranch. Send the patient to some well- 
known place like Denver, Colorado 
Springs, El Paso, Albuquerque, Phcenix, 
Tucson, or Southern California. In and 
around the cities enumerated, and in the 
cities of Southern California, there are 
sanatoria and skilled specialists for the 
special care of these cases. But don’t 
send your patient off to hunt them up; 
attend to all the details yourself before 
allowing him to start West. 

We, as a people, have done less for 
the consumptive than any of the great 
modern powers, and the reason for it, 
partly, is that we have grown up with the 
fixed idea that such cases must go to the 
West and have a special climate to en- 
able them to recover. It is this wrong 
idea which keeps back the local 
torium movement in the large cities of the 
East, where hundreds of such institutions 
are needed to care for that large class 
unable to .go off to special climates. Truly, 
climate is the least essential of the con- 
sumptive’s necessities. And so, if there 
be the least doubt of your patient’s ability 
to properly maintain himself in the West, 
then by all means keep him at home, for 
the West is already overwhelmed with 
poor consumptives, and the sad stories of 
their distress make one’s heart sick. But 
if the patient has plenty of money and 
is set upon it, do not hesitate to send him 
West, and advise and urge him to stay 
until he is well. And before you send 
him there, disabuse his delusion that 
climate cure is some concrete, * specific 
thing which grows upon the sage bush, 
or hangs temptingly upon the cacti, which 
he can reach out for and take unto him- 
self in one deep, satisfying gulp. If he 
would make a satisfactory and permanent 
recovery impress upon him that his pa- 
tience must be enduring, his faith supreme. 


sana- 
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NEWS OF THE WAR ON TUBERCU- 
LOSIS. 

Under this heading the Journal of the 
Outdoor Life for January, 1907, tells us 
that the Minnesota State Board of Health 
has sown broadcast a series of circulars 
relating to tuberculosis which promise to 
do a world of good. There are six cir- 
culars in the series. 

The first is addressed to physicians. It 
urges the importance of keeping a careful 
record of all recognized or suspicious 
tuberculous cases both for the benefit of 
the physician and the aid of the sanitary 
authorities in the control of the disease. 
The use of the laboratory of the- State 
Board of Health as an aid to diagnosis 
is also urged. The physicians are advised 
most earnestly to use every possible op- 
portunity to impress upon the public the 
curability of the disease, and the absence 
of danger to others if it is properly cared 
for. The importance of establishing sana- 
toriums for the care of early cases, and 
hospitals for the care of advanced cases, 
is dwelt upon at length, and the import- 
ance of the organization and work of 
antituberculous societies is emphasized.’ 

Circular number two is addressed to the 
patient, whose aid in the suppression of 
tuberculosis in Minnesota is sought. This 
circular sets forth the causes of consump- 
tion, and the channels through which it 
is contracted. The circular states that a 
well person may safely live with a con- 
sumptive if the sputum of the consumptive 
is properly destroyed by burning and other 
precautions taken, and minute instructions 
are given as to the use of sputum cups 
and receptacles. Patients are told they 
should wash their hands frequently with 
soap and water, and if they have 
thing to do with the cooking and prepa- 
ration of food they should take especial 
care to keep their hands clean. Men with 
consumption are urged in this circular 
not to wear beards or mustaches. Patients 
are told to sleep alone, and, if possible, 
in a separate room, which should always 
have an abundance of fresh air. Windows 
should be open day and night, and their 
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soiled, washable clothing and bed linen 
should be handled as little as possible 
when dry and should be placed in water 
until ready for washing. 

The general rule is laid down that 
the three essentials for the treatment of 
tuberculosis are fresh air, rest, and proper 
food. The following table of rules is in- 
cluded in the circular: 

Don’t spend your money for so-called 
consumption cures. 

You can be cured if you begin the 
treatment of your disease early enough. 

If you are a consumptive the cure is 
largely in your own hands. Be governed 
by the following suggestions: 

Don’t live’ in rooms where there is no 
fresh air. 

Don’t work in rooms where there is no 
fresh air. 

Don’t sleep in rooms where there is no 
fresh air. 

Stay out-of-doors all you can. 

Don’t be afraid of cold air. 

Remember that sunshine kills the germs 
of consumption. 

Go to bed early. 
hours. 

If you have to work, rest all you can 
while at home. ‘ 

Don’t worry. Worrying is not resting. 

Eat all the good, plain, 
food that you can. 

Raw eggs and milk are important arti- 
cles of diet. : 

Drink plenty of pure water. 

Don’t drink beer, whisky, or other alco- 
holics. 

Your most important duty is to get 
well. Let all other duties be secondary 
to this. 


Sleep at least eight 


nourishing 





HIGH ALTITUDES IN THE TREAT- 
MENT OF NERVOUS DISEASE. 

A variety of observations have been 
made on the subject of high altitudes in 
the treatment of nervous disease, includ- 
ing those of Erb, who wrote on “Winter 
Cures at High Altitudes,” but few sta- 
tistics have been forthcoming as to their 
Most of the Alpine stations with 


value. 





D8 
an altitude over 1300 meters, such as 
Arosa, Davos, Leysin, and Montana, 


derive the majority of their patients from 
sufferers with tuberculosis of the lungs, 
while St. Moritz receives also many suf- 
ferers from anemia, chlorosis, and nerv- 
ous conditions. 

Professor Nolda, of St. 
recently contributed to medical literature 
an article on the value of high altitudes in 
the treatment of certain nervous diseases. 
He has observed 3000 patients of various 
nationalities suffering from nervous dis- 
Those of 
Jewish origin predominate, but Slavs, 
notably Poles, and Romance nationalities, 


Moritz, has 


eases and visiting St. Moritz. 


especially French, are also numerous. The 
next in number are Americans and Hun- 
garians, while the Germanic races appear 
Germans, Danes, 
The 


in the following order: 
Scandinavians, and English. 
majority of his patients were sufferers 
from neurasthenia, of which there were 
over 2000 cases. In those of recent origin 
due to anxiety, mental overwork, or fol- 
lowing infectious diseases, alcoholism, and 
other intoxications, and traumatism, last- 
ing benefit is often derived from a stay 
of from four to eight weeks, but in older 


great 


and more severe cases a stay of from four 
to six weeks in summer and a further stay 
in the winter are desirable. With regard 
to the effect of the high altitude on. the 
individual the headache and 
vertigo usually disappear within the first 
few days; the insomnia, however, often 
«persists until the end of the period of 


symptoms, 


acclimation, which is usually from six to 
twelve days, but sometimes sleeplessness 
may go on for two or three weeks, which 
Professor Nolda does not regard as a con- 
traindication, but if the condition still 
persists after three weeks he sends such 
patients to lower levels. On the whole, 
he finds that 90 per cent of neurasthenia 
with insomnia sleep better at high alti- 
tudes. The hypochondria associated with 
the disease usually becomes much less or 
disappears, and Professor Nolda disagrees 
with the view of Kraft-Ebing, who re- 
garded mental disturbances as a contra- 
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indication. Mild degrees of cardiac 
he finds, derive benefit from a 
mountain cure, but cases with dilatation 
or with marked arteriosclerosis should not 
be sent. Patients with migraine usually 


entirely lose their attacks from the day of 


neurosis, 


arrival. Other visitors showing marked 
improvement are those with slight degrees 


of hysteria, melancholia, and epilepsy. 
Professor Nolda also finds that cases of 
spasmodic asthma of nervous origin derive 
much benefit, no less than 70 per cent of 
them losing their attacks very shortly after 
afrival at St. Moritz, and in support of 
this he finds that the disease is absolutely 
unknown amongst the native-born inhab- 
that the 
deal of 


tact 


great 


itants. It is a familiar 
Alpine 


their vogue among those whose 


resorts owe a- 
ordinary 
occupations are strenuous and exacting 
to the clear, rarefied atmosphere and to 
the. exhilarating effects of the meteoro- 
logical conditions found there, and it might 
a priort be expected that in conditions of 
moderate neurasthenia, and the functional 
nervous, cardiac, and digestive derange- 
ments associated with it, such surround- 
ings would be beneficial, but it should also 
be borne in mind that many such con- 
ditions are the result of overwork or over- 
stimulation, and that therefore 
rest under as favorable conditions as pos- 
sible is the rational form of treatment. It 
would seem that high altitudes should be 
recommended in the first instance to mild 


cases, Or, as an after-care, in more severe 


enforced 


conditions.—Lancet, April 6, 1907. 


THE TREATMENT OF DIPHTHERIA. 


CROOKSHANK in the West London Medi- 
cal Journal for April, 1907, in speaking 
of this subject says that the dose of anti- 
toxin should have no relation, as ordin- 
arily understood, to the age of the patient. 
It should be determined by the view taken 
of the severity of the disease, and there- 
fore, other things being equal, the younger 
the patient as a ruie the greater the dose 
required. The accuracy of the view of the 


severity of the disease varies, of course, 











with experience, but it involves, as has 
been said, recognition of the patient’s age 
and of the duration of the illness. It is 
a good rule, in practice, to be guided by 
the extent of the area covered by mem- 
brane, unless the disease be laryngeal, 
when the criterion is the degree of me- 
chanical obstruction. 

An initial dose of 6000 units is a fair 
one to inject in a mild case of faucial 
diphtheria on the second day; 9000 or 
12,000 units should be given at once on 
the third day if there be a moderate 
amount of membrane present; and if, for 
example, the tonsils, uvula, and_ soft 
palate be covered, 24,000 or 30,000 may 
be given at once on the fourth day. 

Indications for the repetition of the 
injection are best gleaned from watching 
the membrane. If at the end of six 
hours the patient is not so well more 
antitoxin should be given; if in twelve 
hours the membrane has extended, more 
again, and freely, and yet again, until 
there are definite signs that it is shrinking 
and loosening. If in twelve hours or less 
after the first injection the membrane be 
loosening, a second dose may not be 
needed. A very real difficulty is, however, 
to decide what to do in those cases seen 
late, in which the membrane is already 
decaying and the patient profoundly 
toxemic. If there be not very grave tox- 
emia the author advocates large doses until 
the membrane disappears; but he cannot 
be persuaded that on the sixth day, with 
marked toxemia, serum does any good at 
all. Still, one would not willingly with- 
hold the slightest chance of doing good. 

In hemorrhagic cases antistreptococcic 
serum fails, but in some other cases the 
polyvalent sera at least are of service, in 
the opinion of the author. Everything, 
however, has not been done when anti- 
toxin has been given. Local treatment 
may not be thought necessary in the mild- 
est cases; it may do harm to resistive 
patients, and at other times may not be so 
valuable as absolute rest. Still, the local 


application of antiseptics does reduce the 
length of time during which Klebs-Loeffler 





REPORTS ON THERAPEUTIC PROGRESS. 





559 


baccilli may persist on the mucous mem- 
brane even after the massive injection of 
antitoxin. 

As a rule the author prefers spraying 
to either swabbing or syringing. 

In fetid cases the “gargarisma chlo- 
rinata’” may be used as a spray, or if the 
patient is old enough, as a gargle. Every 
four hours is, as a rule, often enough to 
spray the throat and nose, but the mouth 
and teeth cannot be kept too clean. If 
the pharyngeal tonsil be affected a siphon 
nasal douche may be used twice a day 
with benefit. 

Much diversity of opinion has been ex- 
pressed on the merits in diphtheria of 
medicine from a bottle, and many physi- 
cians now condemn the time-honored ad- 
ministration of iron, during the acute 
stage at least. Personally the author has, 
and had before antitoxin was introduced, 
the greatest faith in the value of perchlo- 
rides of iron and mercury, and still gives 
them in every case, with the addition of 
a little strychnine, in glycerin and water. 
If, however, the perchloride mixture dis- 
agrees, or causes ever so little heaving and 
retching, it must be discontinued, and the 
strychnine alone given either by mouth or 
by syringe. 

Aperients are better withheld, at first, 
at any rate, and it usually suffices for the 
bowels to be relieved during the first fort- 
night by simple enema, once in every 
forty-eight hours. Two or three grains of 
gray powder, however, placed on the 
tongue at the beginning of the illness does 
good. 

“Support” is necessary; even the bac- 
teriologists admit that, in suggesting the 
natural mechanism of immunity. to be 
bound up with that of nutrition, and it is 
worth remembering that we probably re- 
quire certain foods, in what some physi- 
ologists would deem for the 
elaboration of the highly complex “mole- 
cules” which Ehrlich calls receptors and 
immune bodies. But overfeeding may set 
up vomiting at first, or gastric dilatation 
later. As a rule, two-hourly feeds by day 
and three-hourly meals by night are suffi- 
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cient, and for children, in routine practice, 
nothing but what will pass through a 
feeder should be given at first. 

Milk, if it can be procured fresh and 
unsterilized, may be given raw as a 
junket, otherwise it is best peptonized, 
pancreatinized, or mixed with a malted 
preparation. Fresh broths are good; so 
are isinglass, gelatin, and raw eggs. Meat 
juices and essences out of bottles and tins 
should be shunned, especially if the urine 
be scanty, when they may do great harm. 
The author believes it possible that the 
raw proteids of milk, eggs, and oysters 
should assist in the formation of receptors 
and immune bodies, but he cannot believe 
that potted products do. Old-fashioned 
beef tea is often a better cardiac stimulant 
than the most cunningly devised saline 
solution. 

Most physicians still agree that brandy 
is of value in emergencies, but there 
seems a general consensus of opinion that 
its heroic administration in despair is of 
little good. As a matter of fact, it may 
do positive harm, and be the last factor 
in inducing complete anuria and the tox- 
emia of retention. But in cases likely to 
be bad, small though frequent doses of 
grape brandy are invaluable. They should 
be given stéadily from the time the tem- 
perature first shows signs of depression. 
The free administration of pure water is 
necessary, and fresh lemonade, taken 
warm, is acceptable to most patients. 





CARBOLIC ACID. 

WarTKINS says in the Eclectic Medical 
Journal for May, 190%, that carbolic acid, 
not being the exclusive product of any 
chemical manufactory, nor a specialty of 
a proprietary firm, has not received the 
extravagant praises for its virtues that 
are conferred upon many antiseptics far 
inferior in effectiveness. Carbolic acid 
does not form a perfect solution with 
water; but this objection can be overcome 
by .first combining the acid with glycerin, 
when the solution with water will be per- 
fectly clear and transparent. The author 
frequently uses carbolic in the treatment 
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of carbuncles, proceeding as follows: If 
the skin is not broken, an incision is 
made over the apex of the swelling. Per- 
oxide is then applied until it no longer 
foams; now one end of a wooden tooth- 
pick is wrapped with a small portion of 
absorbent cotton, and, after dipping in 
undiluted c. p. carbolic acid, is thoroughly 
brought in contact with the -interior of 
the carbuncle all around. A dressing is 
then put on and held in place with strips 
of adhesive plaster. The relief from pain 
following this treatment is remarkable, 
and there is scarcely any pain attending 
its application. The procedure should be 
repeated daily until recovery. After the 
first time the patient is quite willing, even 
anxious, for a repetition, because of the 
relief afforded. 

This writer has found carbolic acid, full 
strength, applied to minor burns an ex- 
cellent remedy for the relief of pain. 
The acid is brushed on lightly, and turns 
the surface a grayish-white, but gives 
ease at once. This should be followed by 
a dressing of oil or vaselin, and healing 
will occur without a scar. A mixture 
of carbolic acid one ounce and linseed oil 
one pint is always on hand in his office 
for application to the many “heats” which 
happen to the workmen in a machine shop 
near-by. In the more severe burns the 
grime and dirt are first removed from the 
burnt area and round about with coal oil 
or gasoline, and then the pure acid ap- 
plied as above indicated. He has as yet 
seen no constitutional poisoning from ab- 
sorption when using carbolic acid in this 
manner. 





THE TREATMENT OF THE TYPHOID 
SPINE. 


In the New York Medical Journal of 
April 20, 1907, GrBNeEy states that the 
cautery as a counter-irritant has proved to 
be such a valuable instrument in his 
hands that he feels justified in recom- 
mending it above all other counter-irri- 
tants. The plaster-of-Paris jacket or cor- 
set has not proved so valuable an agent as 
has the simple Knight spinal brace or the 
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posterior spinal assistant of Taylor. The 
crisscross strapping with zinc oxide ad- 
hesive plaster has been a valuable adjunct, 
especially in the milder forms of this dis- 
ease. Potassium iodide has been given in 
certain cases, but not with any definite 
results. Where deformity exists, as it 
undoubtedly does in certain instances, it is 
necessary to wear apparatus for longer 
periods. In view of a destructive process 
going on in the bodies of the vertebre, 
the remarks made by McCrae in his con- 
clusions, namely, the similarity of the 
process to that in arthritis deformans, are 
quite suggestive, and it may be well to 
call the attention of the profession to the 
value of immobilization in cases of ar- 
thritis deformans rather than the methods 
so commonly employed of massage, sham- 
pooing, electricity, etc., etc. 

It is not intended to throw discredit on 
the work of a masseur or the various baths 
found throughout this country as well as 
abroad, but it is intended to em- 
phasize the importance of a_ clean-cut 
diagnosis by a careful examination of the 
parts, by’ interpretation of the pains in 
an honest endeavor to determine whether 
the pains are radiating and due to pres- 
sure on a nerve, or whether they are 
boring pains of surfaces rubbed together, 
and after having made a diagnosis adopt 
methods of treatment that may be re- 
garded as rational. If one has an acutely 
inflamed surface, whether the result of 
trauma or an exudate or of the surgeon’s 
knife, the first indication is to put the 
parts at rest and keep them at rest so long 
as the parts remain sensitive. In spinal 
lesions it is important to immobilize not 
only the parts involved but those con- 
tiguous thereto, above and below, and to 
get an accurate adjtistment of the im- 
mobilizing apparatus. It is often necessary 
in these very acute cases to supplement 
this fixation by means of rubber adhesive 
plaster, crisscross strips, from an inch to 
two inches in width, and half encircling 
the body. It is true that patients fre- 
quently complain when the plaster is re- 
moved, but they do get so much relief 


those 


561 


after a pretty good adjustment of same 
that removal is tolerated, especially if the 
surgeon remind the patient that the re- 
moving of it makes a pretty good counter- 
irritant. It is important also to remember 
that the apparatus must be worn for 
months in the average case. Remember- 
ing, as we must, that the pains are often 
caused by trauma, one can readily under- 
stand how trauma will induce an exacer- 
bation, and the object of the apparatus 
is to prevent trauma. A patient often 
feels so well that he takes liberties with 
the apparatus and discards it contrary to 
the advice of the surgeon. He hears so 
much about gymnastics and athletics and 
the wonderftl skill of the masseur that 
he takes the case into his own hands, and 
often gets a relapse as a penalty. 

The Paquelin cautery, in conclusion, is 
insisted upon as a regular line of treat- 
ment as long as tenderness and pain on 
movement Even after all ten- 
derness subsides it is a good plan to 
employ the cautery occasionally, say once 
a week or once in a fortnight. It has 
been shown that even these deformities 
and areas of infiltration, bony or muscular, 
disappear after a while, and fortified by 
this assurance the surgeon can decide 
when to begin: the convalescing part of 
the treatment, namely, douches, hot baths, 
and systematic graded exercises, the ob- 
ject of which is to correct the stiffness 
developed in the muscles which have been 
for a time out of commission, and to 
restore the tone generally to the spinal 
column. 

Nothing has been said thus far about 
anodynes and hypnotics. The histories of 
many of the cases now on record show 
that these are often necessary, even to the 
administration of chloroform. The writer 
does not recall any instances where the 
drug habit has been acquired. The ad- 
ministration, therefore, of hypnotics must 
be left to the individual practitioner with 
the suggestion that, if the aforesaid treat- 
ment by fixation and cauterization is car- 
ried out, hypnotics will not be in great 
demand. 
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THE TREATMENT OF CARDIAC DE- 
GENERATION APART FROM 
VALVULAR DISEASE. 


In the American Journal of the Medical 
Sciences for May, 190%, Bascock in 
speaking of this subject says that theo- 
retically strophanthus is the drug which 
should yield the happiest results in these 
cases, and he has often been favorably 
impressed with its effects. Nevertheless 
no one cardiac tonic is equally suitable to 
all cases, and it is actual trial that must 
serve as the guide. 

Formerly, from theoretical considerations, 
he was strongly opposed to the employ- 
ment of aconite in cardiac disease. Ex- 
perience has convinced him, however, of 
its great utility in some cases of myo- 
cardial degeneration characterized by great 
hypertrophy together with dilatation. In 
such cases tincture of aconite controls the 
uncomfortable sense of palpitation which 
annoys some patients. When, on the con- 
trary, the heart chambers are greatly di- 
lated and inadequate, this remedy is not 
beneficial, if indeed it be not positively 
harmful. 

Cathartics form a class of medicinal 
agents which deserve special attention. 
Although capable of doing harm when 
pushed to the extreme for too long a 
time, they are employed too gingerly by 
most practitioners. Whenever the portal 
system is much engorged, cathartics are 
indispensable. Stasis within the great 
intra-abdominal vessels acts as a dam to 
the circulation. Under such circumstances 
the heart is obliged to propel the blood- 
stream against a barrier. To remove this 


hindrance we must either bleed or purge, 


and as frequent loss of blood by venesec- 
tion would be disastrous we must admin- 
ister cathartics. 

These should be bland and unirritating, 
and a saline ordinarily the best. Sulphate 
of magnesium answers very well in many 
cases, but the author’s preference is for 
some aperient water containing sulphate 
of sodium as well as magnesium. The 
correct principle of its employment is to 
administer the cathartic daily, because, in 
the first place, an individual with a de- 
myocardium should never be 


generate 
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allowed to strain at stool, on account of 
his liability to dilate his ventricle, and in 
the second place, since the main reason 
of the cathartic is to keep down portal 
stasis, its action should be continuous, so 
to speak, or, in other words, daily and not 
at considerable intervals. The tendency to 
stasis is ever present, and if attacks upon 
it are spasmodic and unsystematic, as it 
were, the vessels will remain engorged or 
become more so in spite of us. 

As long as pulse tension is high, as in 
the cases of cardiac inadequacy associated 
with chronic nephritis, the cathartic affords 
relief, because it removes intestinal toxins 
as well as lessens resistance in the great 
intra-abdominal vessels, and thus facili- 
tates the work of the heart. When, on the 
contrary, blood-pressure has become low 
and dilatation is predominant the daily 
purge brings relief, because of its dimin- 
ishing the ever-growing engorgement of 
the abdominal viscera. It is indispensable, 
therefore, in all cases of degeneration with 
consequent insufficiency of the myo- 
cardium. 

Finally, a few words in regard to the 
use of morphine in this class of cases. 
Few therapeutic agents are of as positive 
value as is this, when properly adminis- 
tered. Its chief merit consists in its 
ability to relieve the attacks of dyspnea 
(cardiac asthma), which so often rob these 
cardiopaths of needed rest. Given in a 
small dose subcutaneously, 1/10 to % 
grain, late in the evening, morphine acts 
as an efficient heart stimulant and almost 


without exception will ward off the 
dyspnea. In many persons it-also exerts 
a satisfactory hypnotic influence and 


brings the much-needed repose and _ re- 
freshment. Were this the only service 
rendered by this remedy it would make 
the agent well-nigh indispensable. But 
when administered in a small daily dose 
and in the manner recommended, morphine 
becomes a positive tonic to the inadequate 
heart and contributes powerfully to restor- 
ation of potential strength and prolongs 
life when recovery is impossible. 

In the majority of cases a dose larger 
than % grain is not necessary, and hence 
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mistake to 
often done. 
follow the 


the writer regards it as a 
begin with % grain, as is so 
It is his invariable rule to 
morphine next morning with a cathartic 
containing sodium, and when the bowels 
are kept open by this means he has 
rarely seen intolerance of the drug. He 
has known cases in which % grain was 
administered hypodermically every evening 
for many weeks without the necessity ‘of 
increasing the dose. 

The writer has recently resorted to the 
hypodermic use of 1/12 to 1/6 grain of 
heroin for the relief of nocturnal dyspnea, 
and has seen it followed by almost mi- 
raculous relief when such had not been 
obtained by morphine. He has never 
observed the same results from the use 
of morphine or opium by the mouth as 
by subcutaneous injection. The objection 
that dependence upon morphine may be- 
come a fixed habit is of no weight in a 
case of incurable heart disease, which if 
restored to some degree of competence, 
yet cannot last for many years and often- 
times for not more than a few months. 


THE TREATMENT OF COMPRESSED- 
AIR (CAISSON) ILLNESS. 


PELTON states in the American Journal 
of the Medical Sciences for May, 1907, 
that he has found the following plan the 
best in the treatment of all types of com- 
pressed-air illness: The first censidera- 
tion is recompression of the patient—that 
is to say, he must be subjected to the fur- 
ther influence of .compressed air. For this 
purpose so-called hospital locks should be 
provided. Such a lock may consist of a 
horizontal cylinder made of one-half to 
three-quarter inch boiler iron; a very prac- 
tical size is about twenty-five feet in 
length by seven feet in diameter. The 
lock should be divided into two chambers 
by a partition in which is an air-tight 
door opening outward. The open end of 
the lock should be fitted with a similar 
door. The double-chambered lock is the 
most practical type, for since both cham- 
bers are supplied with outlet and inlet 
valves, a means is thus afforded whereby 


ON THERAPEUTIC PROGRESS. 





563 


the patient can be visited by an attendant 
without reducing the pressure to which 
the former is being subjected. Adjuncts 
which increase the efficiency of the lock 
are a couch, upon which the patient may 
lie; a telephone, by means of which he 
may communicate with the attendants out- 
side; a clock, electric lights, and heating 
apparatus; the latter should be in the 
form of electric radiators, for steam radia- 
tors may possibly burst, a consequence 
which might produce most unpleasant 
effects. 

Usually when the patient, if suffering 
merely from the mild type of the affection, 
and especially if he has applied for treat- 
ment soon after the onset of his symptoms, 
is subjected to recompression he experi- 
ences very striking relief, the pains 
disappearing entirely long before the 
height of the pressure in which he has 
been accustomed to work has been reached. 
The pressure is allowed to rise, even 
after relief is evident, to a height equal 
to that in which the patient has been 
working, and then he is “decompressed’”— 
that is, the pressure is slowly lowered to 
normal at the rate of about one-half pound 
per minute. Even slower decompression 
may be advisable in severe cases. Valves 
are obtainable which so control the outlet 
of air that the time necessary for the 
outflow of a given amount is the same 
whether the pressure within the lock be 
high or low. It must not be forgotten 
that it is necessary to supply the lock 
with a certain amount of fresh air after 
the inlet valve has been closed, othér- 
wise the patient would be in danger of 
suffocation. 

In treating instances of compressed-air 
disease it is unwise to subject the patient 
to the maximum pressure for more than 
five or ten minutes. When relief is ex- 
perienced from the pain of an ordinary at- 
tack of the “bends” the patient is directed 
to move about the lock and to exercise and 
rub the affected part with a counter- 
irritant ointment. In most of the mild 
cases the patient leaves the lock wholly 
relieved, but if there is a return of the 
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pain recompression is advisable, the pres- 
sure being allowed to ascend until the 
pain disappears, when slow decompression 
is instituted as before. A third or even 
a fourth recompression may be employed 
if necessary, but usually the relief experi- 
enced from these subsequent treatments 
is temporary and slight in character. It 
is wise, if there is still cohtinuation of the 
pain after the patient has been sufficiently 
recompressed, to advise thorough rubbing 
of the painful part with a counter-irritant 
ointment or liniment. The following are 
suggested: Capsicum oleoresin 2 parts, 
oil of turpentine 5 parts, oil of rosemary 
5 parts, camphor 5 parts, olive oil 5 parts, 
petrolatum sufficient to make 100 parts; or 
menthol 10 parts, methyl salicylate 5 parts, 
chloral hydrate 10 parts, lanolin to 100 
parts. The faradic current, high fre- 
quency current, and vibratory massage 
may prove beneficial. Hot baths, hot- 
water bags, and the electrotherm are very 
helpful adjuncts. Ironing the painful part 
with a hot flat-iron, a flannel cloth being 
interposed between it and the skin, is also 
suggested. 

The persistent pains may be relieved by 
analgesics, such as salipyrine 10 grains 
every two hours, acetanilide 5 grains every 
four hours, or acetphenetidin 10 grains 
every three hours. These drugs should 
be, given with care, and if there is any 
tendency to heart weakness they should 
be combined with citrated caffeine. Co- 
deine may also be prescribed. Rarely are 
the symptoms severe enough to warrant 
the employment of morphine. In _ the 
management of all forms of the condition 
other than that characterized by pain, 
little in the way of specific treatment aside 
from decompression can be done. 

Much, however, can be accomplished in 
the more serious types by the employment 
of symptomatic measures; when cardiac 
or respiratory weakness is evident hypo- 
dermic stimulation with strychnine, ad- 
renalin chloride, caffeine, etc., should be 
resorted to. Artificial respiration may be 
indicated, and stimulation, by means of 
enemas of hot coffee, is always advisable 
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in comatose cases. All these measures 
may be applied by attendants while the 
patient is under pressure in the hospital 
lock. Sometimes the results attained, 
even in patients in coma, are surprisingly 
good. Oxygen may be administered if 
there is respiratory failure, but should not 
be given while the patient is under pres- 
sure. 

The after-treatment consists in careful 
nursing, feeding with nourishing food, and 
the use of tonics. Patients affected with 
persistent paralysis should receive the 
routine treatment of the chronic stage of 
peripheral neuritis. If the patient is con- 
fined to bed the prophylaxis of bed-sores 
is an important consideration, and if 
catheterization is necessary it is needless 
to state that this procedure should be con- 
ducted with the most thorough asepsis. 
The paralyzed muscles will be benefited 
and the patient’s general condition will be 
improved by the systematic employment of 
galvanic and faradic electricity, massage, 
passive movements, and appropriate hydro- 
therapeutic measures. 





THE TREATMENT OF PERNICIOUS 
VOMITING OF PREGNANCY. 

In the American Journal of Obstetrics 
for April, 1907, Norris points out the 
fact that while hoping that the investiga- 
tions of the biological chemist will finally 
solve the mysteries of normal and ab- 
normal metabolism, and thus make clear 
to us some of our cases of pernicious 
vomiting, we must continue to treat them 
largely empirically, and in order to intro- 
duce his topic for discussion he briefly 
reviews the methods he has found the 
most useful. 

Drugs.—After lavage of the stomach, 
fractional doses of calomel, given at short 
intervals, are frequently retained, and 
when possible an effervescent saline may 
be added. When the stomach contents are 
exceedingly acid, lavage with weak solu- 
tions (gr. ij to £5j) of sodium bicarbonate 
has been efficient. Of drugs that are to 
act directly upon the catarrhal condition 














of the stomach, he has found none more 
useful than silver nitrate, always given in 
solution, gr. 1/6 in a glassful of water, 
and repeated at regular intervals of six 
hours. When the incessant vomiting has 
slightly improved, a capsule containing 
cocaine gr. 1%, cerium oxalate gr. iij, bis- 
muth subnitrate gr. v, at four-hour inter- 
vals, will be useful. Counter-irritation 
with mustard over the stomach and rectal 
injections every sixth hour containing 30 
grains of bromide with 15 grains of 
chloral, to allay nervous irritability, reén- 
forced with the hypodermic administration 
of morphine at night to secure sleep, com- 
plete the drug treatment. He believes the 
most valuable of any single means of treat- 
ment is the frequent lavage of the colon 
with warm salt solution, the patient being 
elevated in the Trendelenburg posture 
during the inflow and returned to the 
horizontal position for the outflow, a por- 
tion of the fluid being left in the bowel 
for absorption. Thirst is thus relieved, 
the tissues are supplied with abundant 
fluid, elimination of toxins is increased, 
and starvation is delayed. The tongue 
becomes moist and cleaner, the bowel is 
cleansed of the mucus so commonly pres- 
ent in the neurotic cases, and the kidneys 
secrete more urine. 

Feeding.—It is as useless as it is usual 
to attempt the administration of food by 
the mouth, trying at definite intervals one 
after another of the predigested and pro- 
prietary foods. Immediately upon isolat- 
ing the patient, preferably in a hospital, 
absolute rest from food by the mouth 
should be required. In cases that do not 
resent, or have become accustomed to lav- 
age of the stomach, it is useful to have 
the patient awakened in the early morning, 
and after lavage deftly given by one who 
is skilled, predigested milk or egg water 
is given, and the patient left to sleep under 
the influence of the nerve sedatives or the 
morphine that had been administered at 


midnight. The author has had no ex- 
perience with the dietetic treatment 
recommended by Kolpinski (New York 


Medical Journal, June 9, 1906), who, by 
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heavy foods such as pork, bacon, or ham, 
with corn bread, catiliflower, kale, or tur- 
nips, aims to quiet the stomach by this 
ballast, which renders the contents of the 
stomach too heavy to be ejected. The 
author asserts he would not hesitate to 
try it in view of the success attained by 
it. Rectal feeding has been one’s reli- 
ance in the past, but he is forced to be- 
lieve that it has done great harm in the 
hands of those who have the greatest 
confidence in it, and who, relying upon it 
for too long a time, permit the patient to 
pass beyond the help of artificial abor- 
tion. It doubtless does delay somewhat 
the progress of starvation, but only to a 
small degree. Rectal feeding is dangerous 
in proportion to the confidence one places 
in it. 

Treatment by Suggestion.—It is 
portant in every case that the physician’s 
attitude should be one of positive en- 
couragement. Suggestive therapeutics is 
paramount in neurotic cases and valuable 
in any case. The mere description of an 
induced abortion, with its attendant dan- 
gers, has speedily put an end to hysterical 
vomiting. The most generally useful local 
treatment for its mental effect upon the 
patient is the introduction into the vagina 
of the rubber bag, which, by its disten- 
tion, is an ever-present reminder of treat- 
ment directed to the pelvic organs. The 
mental impression produced by it is more 
lasting than an attempt at dilatation of the 
cervix. 

Finally, when shall abortion be induced 
to save the patient’s life? As stated above, 
there is mo laboratory investigation by 
means of which we can determine with 
scientific accuracy the degree of starvation 
beyond which she should not go. There 
is, however, a group of clinical signs of 
starvation and toxemia which should not 
be permitted to appear. We recognize the 
disease when all food and drink are 
monotonously rejected; the smell or sight 
of food and change in posture provoke 
nausea; weakness and exhaustion keep the 
patient in her bed; thirst becomes intense; 
there is epigastric pain and tenderness, 


im- 
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and constipation; the tongue is dry, thick- 
ened, and beginning to be brown, and 
emaciation appears. Then come the final 
stages, when a “typhoid” state appears, 
with rapid, feeble pulse; the muscular 
heart sounds weaken; there are fever, 
restlessness, diminished urine with albumin 
and casts, and finally delirium, followed 
by stupor, coma, and death. Induction 
of abortion to avail must not be delayed 
until this typhoid condition appears: it 
must be resorted to in the earlier stage. 
When a patient is so ill with this disease 
that she cannot leave her bed, then, at 
least, is the time for hospital isolation and 
treatment, and if throughout a period of 
seven to ten days there is no improvement 
under carefully conducted treatment, if 
emaciation is progressive, and the urine 
examinations repeatedly made show in- 
creasingly high proportions of ammonia 
nitrogen, then it is plainly our duty to 
delay no longer. The method to be em- 
ployed deserves a comment. Rapid dila- 
tation of the cervix under: anesthesia, es- 
pecially chloroform, carries with it no 
little danger to well-advanced cases. For 
these cases the metranoikter is especially 
valuable. Slipped into the cervical canal, 
complete dilatation can be accomplished 
without an anesthetic, and subsequent 
thereto the uterus may be emptied rapidly 
under ethyl chloride or nitrous oxide anes- 
thesia, if they are necessary, and a gauze 
pack placed in the uterus. Many cases 
have been lost after terminating preg- 
nancy because the operation has been too 
long delayed. Some cases have been lost 
because this mysterious disease seems at 
times to be inherently fatal from the be- 
ginning, no matter what treatment is fol- 
lowed or how early abortion is induced. 





EFFECTS OF ADRENALIN ON THE 
BLOOD-VESSELS. 

C. B. Meyer (Wiener Medicinische 
Presse, 190%, p. 105) reports concerning 
some of the properties of the muscular 
coat of the artery with special reference 
to the action of adrenalin. He was able 
to determine, by experimenting with parts 
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of carotids from oxen that had just been 
killed and which were suspended in a 
warm oxidated Ringer solution, that as 
little as 0.0001 mg. of adrenalin in 100 
Cc. of solution contracted the muscular 
fibers of the vessels. Incidentally adrena- 
lin is taken up by the arterial tissues, but 
may be removed again by washing. As 
a result of Meyer’s investigation it is now 
possible to discover minute quantities of 
adrenalin, the presence of which cannot 
be determined by chemical means. Here- 
tofore Ehrmann employed the enucleated 
bulbus of the frog, which reacts to mini- 
mal quantities of adrenalin (with enlarge- 
ment of the pupil) for such physiological 
tests and estimates. The much-employed 
vasoconstrictor (and therefore blood-pres- 
sure-raising) action has a_ peripheral 
origin, probably in the nerves. Meyer has 
found a substance resembling adrenalin 
in the blood of animals. Consequently it 
seems that the adrenalin of the suprarenal 
gland affords a regulator of the caliber 
of the arterial system. 





THE AFFECTIONS OF THE CONJUNC- 
TIVA, DWELLING ESPECIALLY 
UPON THE DRAINAGE OF 
LACRIMAL CANALS FOR 
TREATMENT. 

TIFFANY in the Kansas City Medical 
Index-Lancet states that for entropion the 
author has a treatment which is peculiarly 
his own, and it is that of cauterizing the 
margin of the lid with the -electrocautery. 
With a knife electrode at white heat, he 
burns from near the punctum in a line to 
the canthus, parallel with the margin of 
the lid and about two or three millimeters 
distant from it. This incision embraces 
the integument down to the tarsal carti- 
lage. He takes care not to go too near 
the margin of the lid, lest the intense heat 
destroy the hair follicles and lippitude fol- 
lows as a result. 

So in the case of ectropion, in a similar 
way he burns through the conjunctiva 
about two or three millimeters distant 
from the margin. The cicatrix formed 
from the incision in the first case draws 











the margin of the lid with the lashes away 
from the eyeball, and in the second case 
it inverts the margin of the lid and draws 
it up to the eyeball. 

In phlyctenular conjunctivitis as well 
as blepharitis, he has found the sufflation 
of calomel to be quite efficient. It seems 
to act as a germicide and so allays the 
inflammation. In phlyctenular troubles, 
both of the conjunctiva and cornea, it 
erodes the papule and thus evacuates the 
fluid, kills the germ and fills up the 


facets, covers and protects the nerve ter> 


minals, and so checks the photophobia. 
Instead of the mild chloride of mercury 
he often resorts to the yellow oxide with 
a little cocaine and adrenalin. His for- 
mula is as follows: 


Yellow oxide of mercury, 8 grains; 
Adrenalin, % grain; 

Cocaine, 2 grains; 

Vaselin, enough to make 1 ounce. 

With the adrenalin added the salve acts 
as an exsanguinator, allowing the mer- 
cury to come more directly in contact 
with the germ and diseased parts. This 
ointment comes as near being a panacea 
for the different affections of the con- 
junctiva as any that the author knows of. 
But it must be carefully ground and mixed 
so as to be perfectly impalpable; other- 
wise it acts as an irritant. This salve, 
like good wine, improves with age. He 
does. not use it when freshly made, but 
waits until it is a week or two old. 

Three years ago, when attending the 
American Medical Association at At- 
lantic City, Dr. Miles Standish, of Bos- 
ton, read a paper upon the use of argyrol 
in conjunctivitis, lauding it very highly 
as being superior to all other drugs in 
treating conjunctivitis, acute, subacute, 
purulent, or chronic. Whereas the author 
has found this drug to be a most excellent 
and reliable agent in the treatment of most 
cases of conjunctivitis, especially subacute 
or purulent, yet in some it has utterly failed 
to bring about the desired results, more 
especially in old chronic cases. In such 
cases he has had to resort to thé old 
Argyrol is 


standby—nitrate of silver. 
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preferable to silver nitrate in most cases; 
it is not only effectual, but it gives. little 
or no pain, whereas the nitrate of silver 
is very painful unless mitigated by cocaine. 

It has been his practice in using these 
drugs to apply also massage by means 
of a pledget of cotton saturated in a 
boracic solution, gently manipulated over 
the closed lids. 

But more than all this the author wants 
to call our attention especially to the hy- 
gienic condition of the patient. There is 
great necessity for cleanliness, for good 
nutritious food, for proper clothing; at- 
tention to his diet and to the freedom of 
the system from all narcotics and stimu- 
lants. 





THE ACTION OF WINE ON THE 
TYPHOID BACILLUS. 

If a drinking-water is suspected of con- 
taining typhoid bacilli, is it a useful pre- 
caution to dilute it with wine before im- 
bibing it? According to MM. Sabrazes 
and Marcandier the answer to this ques- 
tion must be unhesitatingly in the affirma- 
tive. They find that ordinary wine ex- 
ercises a distinctly bactericidal effect upon 
the typhoid bacillus. If two drops of a 
typhoid. culture is. added to wine in a 
test-tube the bacilli are rapidly killed, and 
the same action takes place, though less 
quickly, when the bacilli are added to a 
mixture of wine and water. Incidentally, 
the corollary from thése considerations 
would appear to be that those who are 
anxious to avoid contracting typhoid fever 
would be in the position of greatest secur- 
ity if they abstained from water alto- 
gether, and drank nothing but pure wine; 
but the authors do not press this point. 
They have investigated a variety of wines 
and find that these differ somewhat in 
their efficacy, the general rule being that 
white wines are more potent than red. 
Champagne appears to be the most valu- 
able of them all, as it destroys the bacilli 
in less than ten minutes; then come other 
white wines, Sadirac and Cerons, which 
take some five or ten minutes longer. Of 
the red wines Beaune is one of the most 
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effective, taking something under thirty 
minutes to complete its bactericidal effect, 
whereas with some of the others from two 
to three hours are necessary. These ex- 
periments were made with wine unmixed 
with water. As examples of the delayed 
action produced by the addition of water, 
it is stated that when red vin ordinaire 
receives an addition of water up to dilu- 
tions of 1 in 2 or 2 in 3, the time requisite 
for the complete bactericidal action is ex- 
tended from two to four hours; and with 
champagne containing equal parts of water 
the time is increased from ten minutes to 
one and a half hours. In actual practice, 
in order to feel quite secure that a sus- 
pected water has been freed from danger, 
the authors recommend that an equal 
quantity of wine be added several hours 
before consumption—six hours when 
white wine is used and twelve when red 
is employed. 

All this, so far as it goes, seems good 
news for the bibulous fraternity. But 
the expectant alcoholist has a disappoint- 
ment in store for him. MM. Sabrazes 
and Mareandier state that the proportion 
of alcohol, which in their test varied from 
8 to 15 per cent, has scarcely any influ- 
ence upon bactericidal action. The acid- 
ity of thé wine is the property to which 
the destruction of the typhoid bacillus is 
mainly due. Thus, a white Sadirac which 
killed the bacilli in less than fifteen ymin- 
utes, was found, after neutralization, to 
be capable of retaining living organisms 
for more than six and a half hours; and 
when equal parts of water were added the 
bacilli remained alive for several days. 
The hyperacidity of the white wines as 
compared with the red appears, in the cases 
investigated, to account for their superior 
bactericidal action. In addition to the 
numerous organic acids usually present in 
wine, white wines contain a_ variable 
amount of free sulphuric, and it is consid- 
ered that their inimical action upon bac- 
teria is especially favored by the presence 
of this substance. These observations sug- 
gest a ready, if not very palatable, method 
whereby the staunch teetotaler can disin- 
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fect shis drinking-water without doing 
violence to his principles—Lancet, June 
1, 1907. 





ADRENALIN AND COCAINE IN THE 
LARYNX. 

G. Frey (Wiener Medicinische Presse, 
No. 10, 1907) reports in regard to the 
regional anesthetization of the larynx as 
follows: Regional or transmitted anes- 


‘thesia—that is to say, the production of 


the anesthesia of the nerve-plexus through 
injections of cocaine in the immediate 
vicinity of the nerve-trunk—has been 
greatly facilitated by the combination of 
cocaine with adrenalin. The author has — 
succeeded in rendering the mucous mem- 
brane of the larynx insensible- by anes- 
thetizing the superior laryngeal nerve. 
The needle is introduced in the middle, be- 
tween the large cornus of the hyoid bone 
and the upper cornus of the thyroid carti- 
lage (in a medium-sized neck), about 3 
centimeters from the medium line and some- 
what to the rear. For the injection the 
author employed a solution of 1 to 1% 
per cent of cocaine in a sterilized physio- 
logical salt solution, to which adrenalin 
had been added. About one cubi¢ centi- 
meter of the fluid was injected on each 
side. The needle must not be introduced 
to the extent of more than one centimeter 
(in the case of obese persons to a some- 
what greater extent), otherwise the point 
of the needle will enter the larynx through 
the membrana thyrohyoidea. Subsequent 
to the injection the patients experience a 
slight feeling of tension in the neck or a 
pungent sensation; sometimes the face 
becomes temporarily pallid, the frequency 
of the pulse is increased or a tremor of the 
hands is observed. The palate and pharynx 
must, of course, be cocainized separately. 
After five or ten minutes, and sometimes 
only after twenty minutes, there is a com- 
plete and generally very marked anes- 
thesia of the laryngeal mucous membrane, 
which is maintained for fifteen minutes, 
and is often sufficient for practical. pur- 
poses after forty minutes and is not re- 
placed by the normal state for two or 
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three hours. In one instance a secondary 
operation for a polypus of the vocal cord 
could even be executed after six hours. 
The anesthesia extended from the upper 
portion of the epiglottis to the glottis—i.e., 
the opening between the vocal cords; at 
the same time the mucous membrane of 
the larynx was rendered highly ischemic 
and remained in that condition as long 
as the anesthesia lasted. The method 
was employed for the removal of neo- 
plasms, and for cauterization and curet- 
ting; it appears to be particularly indi- 
cated for the removal of foreign bodies 
from the larynx. 





THE COMMON BACTERIAL  INFEC- 
TIONS OF THE DIGESTIVE TRACT 
AND THE INTOXICATIONS 
ARISING THEREFROM. 

When discussing this subject in the 
Journal of the American Medical Associa- 
tion of March 23, 1907, Herter says con- 
cerning therapeutic considerations that the 
difficulties that beset our efforts to control 
and modify excessive intestinal putrefac- 
tion are obvious. Although the cases ar- 
range themselves in groups, every one 
presents certain points of difference. Our 
experience is so incomplete that as yet 
our efforts are more or less experimental. 
Notwithstanding this, one may lay down 
rules for partial guidance that are based 
on certain principles, but a careful regard 
for individual traits is imperative. 

The mild cases often show a rapid im- 
provement and lose the evidences of putre- 
faction. The patient feels well, yet he 
can hardly be called normal, because he 
has deficient reserve power and will easily 
relapse to his former condition after an 
indiscretion in eating or excessive fatigue 
or worry. The long-standing cases im- 
prove slowly at best. The chemical prod- 
ucts of putrefaction may be reduced in 
amount, but the symptoms often persist, 
and under most favorable circum- 
stances the patient is liable to frequent 
and protracted exacerbations. 

The following principles must be re- 
garded in treating all the three types of 


even 
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putrefaction: (1) Avoidance of con- 
tinued reinfection that follows the inges- 
tion of putrefactive bacteria with the food; 
(2) the promotion of prompt digestion 
and rapid absorption from the small intes- 
tine; (3) the reduction of the number of 
putrefactive anaerobes in the ileum and 
colon. 

1. To avoid infection and reinfection the 
mouth must receive scrupulous care. Cari- 
ous teeth and gingivitis must be treated 
carefully by the intelligent use of the 
tooth-brush and of washes containing per- 
oxide of hydrogen. In conditions of 
gastric atony a process of putrefaction 
begins in the stomach that normally starts 
in the colon. Gastric fermentation and 
putrefaction are controlled by lavage 
every day, perhaps best in’ the morning. 
The reduction of the number of bacteria 
leads to lessened damage to the bowel at 
lower levels. 

In the preparation of food ordinary 
cleanliness is very effective. It is prob- 
ably better to use cooked food as much 
as possible. Fruit is not above suspicion, 
for Dr. Rettger has determined that the 
bacillus of malignant edema is commonly 
present on banana peel. This suggests the 
advisability of peeling all fruit that is 
eaten. Milk always contains a large num- 
ber of bacteria and often some of the 
putrefactive forms, especially B. putrificus. 
The lactic-acid-formers abound, but their 
action is rather beneficial in that they an- 
tagonize gther and harmful forms. Steril- 
ization of the milk is of little value. 
Pasteurization or the ordinary boiling 
kills the lactic-acid-formers, but does not 
harm the spores of the putrefactive organ- 
Cheese, except fresh, home-made 
cheese, contains many putrefactive forms, 
and is best avoided, particularly inasmuch 


isms. 


as many of these patients lack the pro- 
tective action of the normal amount of 
hydrochloric acid in the stomach. 

2. With rapid digestion and prompt 
absorption little pabulum for the putre- 
factive organisms reaches the colon. These 
processes are facilitated by measures that 
improve the secretory and motor functions 
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of the stomach. Chief among these is 
proper mastication, which largely deter- 
mines the ability of the body to utilize 
food. When large masses of meat are 
swallowed, they commonly appear in the 
feces. Comminution of food outside the 
body is not an adequate substitute, for the 
patient then loses the emotional stimulus 
to gastric secretion and also the digestive 
action of the saliva itself. The adminis- 
tration of hydrochloric acid often helps 
for a time, but in long-standing cases, es- 
pecially those of the combined indolic and 
saccharobutyric types, it is of little use. 
Ferments, such as pepsin and pancreatin, 
are of doubtful value, although they can- 
not be said to be always useless. Diastase 
gives better results, as it enables the pa- 
tient to utilize more extensively the carbo- 
hydrates.of the food. If, as often hap- 
pens, the stomach is irritable, it is advis- 
able to give small meals and to administer 
flaxseed or other demulcent before eating. 
The best pancreatic stimuli, aside from 
the quality of the chyme, are cheerful 
emotional accompaniments of eating, and 
rest, physical, mental, and sexual. Prompt 
absorption is promoted by restricting the 
amount of food, especially of proteid food. 
Meat should rarely be eaten more than 
once a day. 

3. To reduce the number of putrefactive 
organisms in the colon, one turns natur- 
ally to intestinal antiseptics. While these 
drugs may act efficiently on bacteria in the 
stomach, evidence of their continued action 
in the intestine is variable. Perhaps the 
salicylates are most likely to check fer- 
mentation and putrefaction in the stomach 
and small intestine. It is conceivable that 
certain oxidizing substances which are 
slowly dissociated, such as manganese 
dioxide, may reach the colon in time to 
liberate their oxygen there, and thus, in 
part at least, remove the anaerobic con- 
ditions that obtain in this part of the in- 
testine. 

The use of laxatives may be followed 
by temporary benefit, in that they lessen 
absorption from the gut, as is shown by a 
decrease of the ethereal sulphates in the 





urine, after their use. They must, how- 
ever, be given with caution, lest they in- 
crease the irritability of the bowel and 
lead to diarrhea and loss of strength. On 
the whole they are useful in acute and 
subacute cases only. 

There are certain very tempting meth- 
ods which aim to substitute harmless bac- 
teria for the putrefactive organisms, but 
more evidence is needed as to the value 
of this procedure. It is a common prac- 
tice to introduce lactic-acid-formers in 
kumiss and kefir, and also in bacilac, a 
fermented milk introduced by Metchnikoff, 
which is free from yeast. Irrigation of 
the colon two or three times a week is 
often followed by a decrease of the 
ethereal sulphates in the urine and by re- 
lief from symptoms, including both the 
mental symptoms and the anemia. This 
procedure is more efficacious in the 
saccharobutyric and combined types of 
putrefaction. 





THORACIC ANEURISM. 

In the course of an article on this sub- 
ject in the British Medical Journal of 
March 16, 1907, OLIVER says in regard 
to the treatment of thoracic aneurism that 
rest in bed and quietude are essential, 
accompanied by a restricted diet. Cases of 
thoracic aneurism ‘unaccompanied by 
aortic incompetence are, more amenable to 
treatment than those arising just above 
the aortic orifice and accompanied by 
aortic regurgitation, for in these there 
cannot be that calmness in the interior 
of the sac which is necessary for coagu- 
lation of the blood. The administration 
of iodide of potassium gives on the whole 
the best results. Pain and paroxysmal 
dyspnea are frequently relieved by it. The 
author has administered to some of his 
patients as much as- 450 grains of po- 
tassium iodide per diem, but there is noth- 
ing to be gained by giving such large 
doses. In some instances the results will 
not be so satisfactory, for when pushed 
beyond a certain limit potassium iodide 
lowers the blood-pressure and so quickens 
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the action of the heart that the circulation 
in the aneurism is too excited for the 
deposition of clot to occur. Since calcium 
salts are known to favor coagulation of 
the blood he has administered these in 
various forms, but without obtaining re- 
sults as satisfactory as those from potas- 
sium iodide alone. Even with this 
potassium salt there are few real cures of 
thoracic aneurism, although great relief 
is obtained. While in distal aneurisms 
spontaneous clotting of blood may: occur 
that leads to cure, this, owing to the situa- 
tion, is very seldom the case in thoracic 
aneurisms. ‘ 

The author has had no experience in 
carrying silver wire into the interior of 
an aneurism, nor of needling. Several cases 
of aneurism he has treated by the sub- 
cutaneous injection of gelatin into the 
tissues in the neighborhood of the sac. 
Some of the patients complained of great 
pain in the part afterward, while in others 
there was always a slight rise of tempera- 
ture and considerable discomfort. In a 
few of the patients thus treated the pulsa- 
tions of the aneurism became less marked 
and the tumor became harder and shrunk. 
Several of the patients left the infirmary 
much better, but the cure was never com- 
plete, for in some of them the sac ruptured 
weeks or months afterward. Apart from 
the pain which the subcutaneous injection 
of gelatin causes there is another risk that 
has to be borne in mind. Tetanus followed 
gelatin injections in one of the London 
hospitals, and as it is extremely difficult 
to sterilize gelatin, this risk, although no 
doubt remote, must be borne in mind. 

The author has had a limited experience 
with galvanopuncture ; he has seen one case 
of subclavian aneurism thus treated, and 
in which for several months the result was 
satisfactory until, after friction caused by 
the workman carrying his spade on the 
affected the rede- 


shoulder, aneurism 


veloped and burst into the surrounding 
tissues, causing a hematoma which began 
to ooze through the skin, but in which the 
blood subsequently coagulated, and the 
aneurism was finally removed. 
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One of the difficulties of treating thoracic 
aneurism is in getting the subjects of the 
disease to be patient under treatment. ‘Rest 
in bed and the restricted diet in time be- 
come irksome to the patients, who, once 
they feel rather better, long for freedom. 
If when the pulsation of the tumor has 
lessened and the sac has become smaller 
and harder, patients can be got still to 
carry out the rest cure, the results are, as 
might be expected, more satisfactory. 
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CHLORIDE OF ETHYL. 

At a meeting of the London Society of 
Anesthetists on March 1, a paper on 
“Some Points in Connection with Ethyl 
Chloride” was read by Dr. Z. Mennell. 
The reader gave his reasons for having 
largely discontinued the use of this anes- 
thetic, his deductions being based upon a 
large number of cases at St. Thomas’s 
Hospital. He brought evidence to show 
that ethyl chloride increased the coagula- 
bility of the blood, and that in consequence 
of this pulmonary embolism occurred, after 
the use of the ethyl chloride-ether sequence, 
more frequently than when ether was pre- 
ceded by nitrous oxide. The frequency 
of such cases—at any rate at St. Thomas's 
—had coincided in time with the introduc- 
tion into common use of ethyl chloride. 
Dr. Llewellyn Powell was glad to hear a 
paper which took a pessimistic rather than 
an optimistic tone in its view of ethyl 
chloride. He had met instances of em- 
bolism after anesthetics, but not as yet in 
connection with the use of ethyl chloride. 
Dr. Sill thought that ethyl chloride is most 
useful, provided it is given in an open 
He employs it in large doses with 
free air dilution, not to obtain anesthesia, 
but merely a degree of insensibility suffi- 
cient to allow for the rapid and convenient 
introduction of such an anesthetic as the 
A. C. E. mixture. Dr.-Kirkby Thomas 
alluded to the peculiar smell attaching to 
patients just after operation when they 
had inhaled ethyl chloride. Mr. Cuthbert 
Wallace was able from his own observa- 
tions to confirm the opinions of Dr. Men- 
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nell. When the anesthetic is in the hands 
of a comparatively inexperienced adminis- 
trator he is often subjected to anxiety if 
ethyl chloride is employed. Dr. Blumfeld 
regretted that the reading of the paper had 
not brought forward more details as to 
the cases of pulmonary embolism. He was 
curious as to.the nature of an operation in 
these cases and as to the extent to which 
ether had been used after the ethyl chlo- 
ride. Personally he found ethyl chloride 
very useful before ether in muscular and 
in alcoholic individuals. Dr. Kingsford 
could not corroborate Dr. Mennell’s con- 
clusions as to detrimental after-effects from 
ethyl chloride. Moreover, in 10,000 cases 
at the Throat Hospital artificial respira- 
tion had been required on only two oc- 
casions. Dr. Walter Tyrrell thought that 
very likely some of the ill effects described 
were due to the fact that ether was used 
to excess in immediate sequence to ethyl 
chloride.—British Medical Journal, March 
16, 1907. 


THE TREATMENT OF RODENT ULCER 
BY ZINC IONS. 

Jones (British Medical Journal, Feb. 16, 
1907) notes that both the x-rays and radium 
give good results in the treatment of rodent 
ulcer. Indeed, he holds that cure ensues in 
a large proportion of cases. He notes the 
obvious difficulties attendant upon these 
treatments and holds that the introduction 
of ions of zinc into an ulcer by means of a 
continuous current is a simpler and more 
practical therapeusis. Jones states that 
most of the cases he has treated have been 
small ulcers, less than an inch in diameter. 

Of nineteen cases the results have been 
favorable with the exception of five. The 
philosophy of the treatment is incident to 
the fact that zinc ions with the positive 
charges move toward the negative pole, and 
conversely the negatively charged sulphuric 
ions move toward the positive pole, so that 
the electrolysis of a solution of zinc sulphate 
tends to cause a concentration of sulphuric 
acid at the positive pole, and of zinc at the 
negative. This movement of the ions is 
made use of to introduce them into the body, 
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and if at the positive pole there is lint or 
cotton-wool moistened with a solution of a 
zinc salt, and if the negative pole be placed 
on some other convenient part of the pa- 
tient, the zinc will begin to move inward on 
its way toward the negative pole directly 
the current begins to flow, and although in 
the time of an ordinary application it can- 
not reach the negative pole, yet at least it 
starts upon its journey, so that in an appli- 
cation which lasts ten minutes some of the 
zinc ions will penetrate to a depth of one, 
two, or more millimeters into the tissues 
beneath the positive electrode, which may 
be enough to enable it to permeate the dis- 
eased area if it be a superficial one. The 
sulphuric ions of the zinc sulphate solution 
do not migrate inward from the positive 
pole but move toward the electrode, and if 
the electrode is made of zinc they combine 
with the metal to form more zinc sulphate ; 
thus the supply of fresh ions of the metal is 
maintained; and the quantity of zinc sul- 
phate present in the moistened pad remains 
much the same at the end of the application 
as at the beginning. 

The electrochemical equivalent of the 
metal, multiplied by the magnitude of cur- 
rent used and by the duration of the time 
of application, gives in the case of zinc the 
following result for a current of 10 milli- 
amperes for ten minutes, namely, a little 
over 2 mg., and although this does not ap- 
pear a large quantity it is effective because 
concentrated at the place where it is wanted. 

The apparatus required for the treat- 
ment of rodent ulcer by zinc ions is extreme- 
ly simple. An ordinary medical continuous 
current battery, with a galvanometer, a pair 
of wires, a flat pad for completing the cir- 
cuit at the negative pole, and a rod or other 
electrode of zinc attached to the positive 
pole, completes the outfit. The zinc must 
be covered with three or four layers of lint, 
which serve as a reservoir to hold the zinc 
solution, a two-per-cent solution of the sul- 
phate being very suitable. The zinc should 
be freshly cleaned or amalgamated, andthe 
solution should be made to penetrate electro- 
lytically from the positive pole. Before 
using the zinc solution a tuft of wool mois- 




















tened with cocaine solution is applied to 
the surface of the rodent ulcer and a cur- 
rent is passed in with the zinc electrode, 
exactly as for the introduction of the zinc. 
The solution of cocaine should be a pure 
one. Where the ulcers are nodular or thick- 
ened in parts the zinc needle is used at- 
tached to the positive pole. Of Jones’s 
nineteen cases, six healed completely after 
one introduction of the zinc ions; three have 
required two applications, and five have re- 
quired three. Five others have not yet been 
finished, or have been unsuccessful. 





THE EARLY MOBILIZATION OF PA- 
TIENTS AFTER MAJOR GYNECO- 
LOGICAL OPERATIONS. 

3ROTHERS (Medical Record, March 23, 
1907) lets his patients severely alone dur- 
ing the first twenty-four hours after opera- 
tion, the nurse being directed to place the 
pillows comfortably under the head and 
shoulders. If all goes well the patient may 
sit upright in bed for a few minutes, sup- 
ported on the nurse’s arm on the second ér 
third day; later by a few hours she may 
be propped up by pillows in a.sitting posi- 
tion during a quarter of an hour. The fol- 
lowing day she may be in this sitting pos- 
ture in bed for an hour in the forenoon and 
an hour in the afternoon. After that she 
can be gently placed in a chair for a reason- 
able period of time during each succeeding 
day. On the first evidences of faintness or 
rapid pulse the patient is feturned to bed, 
and no further efforts at mobilization are 
made for several days. 

Brothers asserts that although he has 
been obliged to desist from and postpone 
active mobilization in a number of cases 
because of wound disturbances he has had 
no fatal complications, and has been satis- 
fied that wound suppuration when it did 
occur was independent of the movements 
and was due solely to purulent matter soil- 
ing the wound edges at the time of opera- 
tion, or from ligature material. 

Early mobilization of abdominal opera- 
tions is possible when the plaster binder of 
Boldt is on the patient. This plaster sur- 
rounds the body of the patient, and the 
serrated ribbons so overlap each other in 
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front that the abdomen is supported from 
below upwards and held in a vise-like grip. 
From the beginning these patients are al- 
lowed to drink freely of water, albumen- 
water, peptonized milk, beef extracts, and 
orange juice. This early mobilization tends 
to overcome ordinary vomiting, accumula- 
tion of intestinal flatus, and the bronchial 
irritation of retained secretion in the air- 
passages. 

Instead of adding to the risks of throm- 
bosis and embolism in the absence of in- 
fection the early moving about of patients 
actually tends to reduce these risks. The 
morale of these patients is always wonder- 
fully improved, and a tendency to debility, 
hysteria, and mental states of depression 
and anxiety correspondingly diminished. 
There results an earlier and more pleasant 
convalescence. According to Ries, the 
method prevents muscular atrophy, con- 
duces to a rapid recovery of strength, and 
permits of the discharge of patients from 
the hospital in about twelve days. 

The contraindications to the early mobil- 
ization of these patients are: Shock or col- 
lapse preceding, during, or subsequent to 
operation ; organic lesions of the heart, the 
kidneys, or blood-vessels; great debility in 
extreme old age; rapid heart action after 
operation, with or without rise of‘tempera- 
ture; persistent elevation of temperature 
after operation from any cause signs of 
peritonitis; complications like pneumonia, 
diarrhea, dysentery. Nor is early mobiliza- 
tion indicated after suspension, fixation, and 
prolapsus operations, hernia operations, 
vaginal plastic operations (especially on 
the perineum) associated with laparotomy, 
or in the presence of drained and suppurat- 
ing abdominal wounds. 





RESULTS OF TENDON TRANS- 

PLANTATION. : 

The operation of transplantation of ten- 
dons for the relief of partial paralysis is 
warmly praised-by Horra (Archiv fiir 
klintsche Chirurgie, Band 1xxxi, Heft 1), 
who reports the results of 173 cases, in 
which he was .able to learn the result at 
least a year after. Of these 98 were for 
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clubfoot, 62 for paralysis, and 43 for 
other conditions. 

The first requirement for success is 
proper preliminary treatment. This con- 
sists in correction of the deformity, and 
the use of a retention dressing for several 
weeks or months according to the case. 
Flatfoot and pes equinus are treated for 
two months before the operation is per- 
formed. The transplanted muscle must-not 
have any increased strain thrown upon it, 
or it will gradually stretch and give way. 
It must not be expected to correct the de- 
formity after the operation. In severe 
cases of paralytic contracture of the knee, 
supracondylar osteotomy should be done 
first, and the tendon operation not until six 
weeks later. 

The second factor is exact knowledge of 
the condition of all the near-by muscles. 
The operation is only of use when very 
few muscles are affected. The active move- 
ments should be studied in the original 
position and in the correct position, notic- 
ing which muscles contract and how for- 
cibly. They are then studied electrically, 
and the state of each separate muscle is 
noted. The gait is also studied, to see 
which ones are freely used. If there is 
any doubt as to the condition of a muscle 
which it is proposed to transplant a longi- 
tudinal incision is made in its sheath and 
the color noted. This is dark-red if the 
muscle is healthy, yellowish if paralyzed, 
and rose-red if it is entirely degenerated. 
Only healthy muscles are to be trans- 
planted. 

The third point is the technique of the 
operation itself. Extremely careful asepsis 
is essential, and to prevent necrosis the 
Esmarch tube should be removed several 
minutes before any dressing is applied after 
the operation. 
must have the proper tension, the tendon 
being shortened if necessary, so that it as- 
sumes a_ straight between the 
origin of the muscle and the new point 
of attachment. When equally easy it is 
better to fasten it to the heriosteum rather 
than to the tendon of another muscle. The 
lower part of the muscle and the tendon 


course 
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As regards the muscle, it‘ 








must be freed from adhesions to neigh- 
boring muscles, so that they may play 
freely. If possible the entire muscle should 
be used, but it is sometimes necessary to 
divide the tendon of a muscle which cannot 
be completely sacrificed. In this case the 
muscle must not be divided above the 
center of the belly, as there is danger of 
interference with the blood supply. Oc- 
casionally the part split off will learn to 
functionate separately, but as a rule the 
two parts of the muscle continue to act 
together, and for this reason no part of a 
muscle should be so arranged that it an- 
tagonizes the main body. If the muscle 
seems unduly relaxed it should be short- 
ened by folding the tendon on itself. In 
some cases a muscle which seemed al- 
most entirely degenerated and which was 
very much relaxed has shown power to 
regenerate after it was brought into action 
by shortening the tendon. This is par- 
ticularly seen in the muscles of the back 
in cases of paralytic scoliosis. 

Finally, the after-treatment is of major 
importance; this consists in holding the 
limb in a position of overcorrection, for 
six to eight weeks. The retention ap- 
paratus must be removed for massage and 
electrical treatment, and therefore if a 
plaster cast is used it must be cut in half, 
forming two gutters. Some form of sup- 
port must be worn for at least six months 
after operations on the legs. 

The operations on spastic affections pre- 
sent certain peculiarities. The spastic 
muscles can be used to replace the para- 
lyzed antagonists. The paralyzed muscles 
can often be brought back to usefulness by 
shortening their tendons, and in some cases 
this operation associated with simple 
tenotomy of the spastic muscles suffices 
to correct the deformity. Transplantation 
is of especial value in the pronation of the 
forearm, which is always found in infantile 
cerebral paralysis. The pronator radii 
teres may be removed from its point of 
origin and fastened to the external condyle. 
If preferred, the same muscle may be freed 
at its insertion, passed through a slit made 
in the interosseous fascia, passed around 









































the radius, and attached in its original 
position. In either case the muscle is 
changed to a supinator. In some cases of 
progressive muscular atrophy with slow 
course transplantation may yield good re- 
sults, but it is not often indicated in pro- 
gressive diseases. The result cannot be 
considered entirely satisfactory, unless the 
form and motility of the limb are both 
preserved, but in many cases the motion, 
although not perfectly free, is enough so 
for most purposes, and the condition is so 
marked an improvement over the former 
state that the result may be considered 
good. The details of various operations 
are given. 


THE RESORPTIVE POWER OF JOINTS. 

It has long been taught that the inner 
lining of the joints was an endothelium, 
like that of the large serous cavities, but 
HILDEBRAND (Archiv fiir klinische Chir- 
urgic, Band Ixxxi, Heft 1) states that the 
researches of Braun have shown the in- 
correctness of this opinion. 

The synovial membrane is not lined with 
endothelium, but with a tissue resembling 
the cornea, and perforated by connective 
tissue spaces, which communicate with the 
interior of the joint and take the place of 
the stomata of serous membranes. These 
communicate with large spaces in the looser 
tissue below. The inner layer of the mem- 
brane is supplied by a dense network of 
blood-vessels and nerves, the latter show- 
ing many corpuscles of Vater, which are 
sympathetic sensory endings. The cartilage 
is also rich in blood-vessels. Whereas the 
fluid of serous cavities is derived from the 
blood plasma, that of the joints shows 
large amounts of mucin, which gives it 
a viscid character. There are no special 
cells to secrete this substance, but it ap- 
pears that the cells of the synovial mem- 
brane are especially prone to degeneration, 
and where there is not much pressure this 
takes the mucoid’ form. Where there is 
joint pressure they form cartilage. The 
fluid also contains cell detritus from break- 
ing down of the superficial layers. The 
amount of plasma is quite small, and is 


REPORTS ON THERAPEUTIC PROGRESS. 





575 


lessened by use of the joint, which is 
therefore not irritating to the surfaces, 
under normal conditions. In spite of the 
free blood and lymph supply, the absorp- 
tive power of joints is not as great as that 
of serosa. Fluids injected into the joints 
are absorbed fairly rapidly, but any solid 
particles, no matter how finely divided, are 
not taken up for a long time, or even not 
at all. Absorption is more rapid if the 
synovial membrane is incised. Effusion into 
the joint is caused by any irritant which 
acts upon the membrane, and in cases with 
chronic effusion into the joint there seems 
to be an increased irritability which induces 
an effusion even from the slight excitation 
caused by use of the joint. The rational 
treatment would therefore be the reduction 
of this irritability, and it is probable that 
the various substances which are used by 
injection into the joints act in this way. 
The mucoid synovial fluid should first be 
removed by washing with sterile salt solu- 
tion, and the membrane treated with tinc- 
ture of iodine or carbolic acid. This de- 
stroys the superficial layer of the mem- 
brane, and the newly-formed surface will 
probably not be irritable. Concentrated 
carbolic acid is preferred by Hildebrand, 
on account of its anesthetic and astringent 
properties. 


PROLAPSE OF THE RECTUM—OPERA- 
TION OF CHOICE. 

The operations considered by LENor- 
MANT (Revue de Chirurgie, xxvii, 3) are 
resection, resection of the mucosa, colopexy, 
rectopexy, and colopexy with section of 
the bowel. Of the last so few have been 
performed that no idea of its value is ob- 
tainable. 

Total resection of the prolapse should 
be entirely abandoned .on account of its 
mortality (10 per cent). Resection of the 
mucosa alone is the operation which boasts 
the greatest percentage of cures. No re- 
currence has as yet been reported. On 
the other hand, it has shown a mortality 
of 2 cases in 25, both from infection of 
the wound. If it can be shown that these 
bad results were due to errors in tech- 














nique, and that deaths are, avoidable, it 
would be the operation of choice. Recto- 
pexy and colopexy have given almost 
equally good results, but the latter was 
used in more severe cases, and the bal- 
ance is therefore in its favor as regards 
such cases. Rectopexy is a simpler opera- 
tion and more nearly restores normal ana- 
tomic relationships, and is at present the 
operation of choice in simple cases, in 
which the prolapse is not more than four 
inches long. Colopexy may be reserved 
for large prolapses, and for those which 
have recurred after other procedures. 
Neither operation has any mortality. The 
final result of colopexy is improved if the 
perineum is strengthened at the same time 
by making a tuck in the levator ani muscle 
in the middle line. This prevents hemor- 
rhoids. 





GASTRIC ULCER—PERFORATION. 


Two articles by Koerte and BRENTANO 
respectively (Archiv fiir klinische Chir- 
urgie, Ixxxi, 1) are devoted to this sub- 
ject. 

The statistics and symptoms of Koerte’s 
cases do not differ from those of others. 
He insists very emphatically on early diag- 
nosis and immediate operation. Of his 19 
cases, 4 had never had gastric symptoms, 
and 3 had no suspicion of ulcer. The per- 
foration occurred without warning, at any 
time of day, and even during sleep. Gas- 
troenterostomy on account of ulcer had 
been performed in 4 cases, and in 3 of 
these the perforation was at the place 
of suture. The pain is sudden and agon- 
izing, with a sense of something giving- 
way. Collapse follows soon, but tends to 
pass off. The abdominal wall is tense. 
Operation may be performed during the 
collapse period; delay is more dangerous 
than waiting for the reaction. The hole 
having been found, it is simply sewed up 
and the spot is covered with omentum. If 
the edges are too soft to hold sutures they 
must be trimmed back to firm tissue. It is 
not wise to excise the entire ulcer except 
in special cases. When the condition of 
the patient gives time, gastroenterostomy 
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is performed. Drainage is best dispensed 
with whenever possible. The abdomen is 
flushed thoroughly with hot saline solu- 
tion. Spoonfuls of cold tea are given 
every houf as soon as the effect of the 
ether has passed, and nutrient enemata 
are given for three days. In eight days 
soft food is given. Of the 19 cases, 13 
were cured; 6 died, 2 because of failure 
to find the ulcer. 

Brentano gives in detail the histories of 
48 cases, which include those mentioned 
by Koerte, and considers. the rare symp- 
toms and difficult diagnoses encountered 
among them. Nothing of importance is 
added to the article of Koerte. 





GALL-STONES—RESULTS OF 
OPERATION. 

The results of simple cholecystotomy 
with retention of the gall-bladder are 
warmly praised by KocHER and Matti 
(Archiv fiir klinische Chirurgie, Band 
Ixxxi, Heft 1) on the basis of 100 cases; 
in 39 of these this operation was per- 
formed. 

The gall-bladder should only be re- 
moved when it is so altered that it can- 
not repair itself, when there is danger of 
perforation on account of degeneration or 
ulceration of the wall, or when there is 
irreparable obstruction of the cystic duct. 
Cholecystostomy is preferred when the 
bladder is inflamed and removal would be 
ditfeult on account of adhesions, and 
when the bladder is so little altered that 
a return to normal can be hoped for. In 
cholecystotomy, the duct is sounded to 
show that it is patulous and free from 
stones, and the bladder and abdomen are 
closed without drainage. None of the 
cystotomy cases died as a result of the 
operation. Two of the cystectomy cases 
died of peritonitis, one through slipping 
of the ligature. Most of the cystotomy 
cases were discharged inside of fourteen 
days. The cystostomies were kept until 
the fistula closed, which it did in less than 
a month in most cases. The final result 
was learned in 82 of the cases. Six have 
died—four of cancer; two of peritonitis, 
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in one of unknown origin, the other 
(cystectomy) from perforation of a new- 
formed gall-stone. During convalescence, 
inflammatory conditions of the lungs were 
noted in three cystectomies and in one 
cystotomy. The greater number of the 
cases have been permanently relieved. In 
seven cases there has been some return 
of symptoms, but in two of these only 
slight distress. Of the other cases three 
were cystotomy, and 1 each cystostomy 
and cystectomy. On the results seen, the 
authors give their unhesitating preference 
to the simple operation whenever it is not 
contraindicated by complications. 


TUBERCULOSIS OF THE BLAD- 
DER—TREATMENT. 


The possibility of curing vesical tuber- 
culosis by local treatment is shown by 
Rovsinc (Archiv fiir klinische Chirurgie, 
Band Ixxxii, 1) in a masterly article. 

The treatment must always be inaugu- 
rated by removal of the diseased kidney, 
when only one is affected, but in addition 
the bladder should be treated directly. He 
shows by a large number of specimens re- 
moved at operation and at autopsy that 
the infection may spread up the ureter 
if the lower end of this is obstructed by 
a lesion of the bladder. In several of his 
cases the lower end of the ureter or even 
its entire extent was diseased aud the 
kidney showed no sign of tuberculosis. 
This was mostly seen on the sound side in 
cases of unilateral kidney lesion with con- 
sequent imfection of the bladder. This 
entirely controverts the theory that infec- 
tion never can ascend against the urinary 
stream. In three cases there was disease 
of the bladder and of both ureters, but 
both kidneys were free from infection. Of 
his 56 cases of vesical tuberculosis, the 
kidneys were both sound in 9. Of 75 
cases of renal tuberculosis (all of which 
were unilateral), the bladder was sound 
in 28. The bladder was ulcerated in about 
two-thirds of the cases of renal tuber- 
culosis and in more than one-half of the 
operable (unilateral) cases. The diag- 
nosis was, at first, either nephritis, pyelitis, 
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or cystitis, and in all such cases a careful 
microscopic: study of the urine should be 
made, and if it contains pus or blood, 
tubercle bacilli should be looked for. The 
presence of pus in the urine, in the absence 
of the usual pus organisms, is almost 
conclusive evidence of tuberculosis. The 
bacilli will generally be found if the utine 
is collected for twenty-four hours, the al- 
bumin precipitated, and the sediment thus 
obtained examined. The specimen must 
be decolorized with alcohol as well as 
acid, as the latter does not decolorize the 
smegma bacillus. 

The only certain way to determine which 
kidney is affected, or whether both are 
diseased, is by means of ureteral catheter- 
ism. Cystoscopy may be entirely mislead- 
In the 37 cases of unilateral disease, 
both sides of the bladder were affected in 
20, only the affected side in 14, and only 
the sound side in 3. Segregation is thus 
a very uncertain method. The catheter- 
ization of the ureters will ordinarily give 
exact information, but as has been stated, 
the ureter was affected in three cases in 
which the kidney was-free, and in one of 
these cases nephrectomy was performed, a 
sound kidney being removed. In doubtful 
cases and when ureteral catheterization 
is impossible, the only safe plan is to ex- 
pose both kidneys by lumbar incision and 
determine positively if either is free from 
disease. The lesion having been located 
as unilateral and the affected organ re- 
moved, we may wait for one or two 
months to see if the ulcers of the bladder 
will not heal spontaneously. If the vesical 
lesion still shows a tendency to spread, 
the local treatment of the bladder should 
be instituted. 

After trying sectio alta with cauteriza- 
tion of the ulcers, applications of potas- 
sium permanganate, each of which seemed 
to hasten the spread of the disease, and 
pyrogallic acid, which had very little ef- 
fect, Rovsing adopted the use of 5-per-cent 
carbolic acid, and has since then succeeded 
in curing every case in which no advanced 
visceral lesions existed elsewhere. The 
bladder is first washed clear of pus, and 


ing. 
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then 50 Cc. of a warm 5-per-cent solution 
of carbolic acid is injected and retained 
for three to four minutes. If the fluid 
comes away turbid the procedure is re- 


peated until it returns clear. A three- 
tenths-grain morphine suppository is 
introduced, to lessen the pain which 


occlirs two or three hours after the injec- 
tion. This is repeated every other day 
until the urine remains fairly clear be- 
tween, and the interval is then gradually 
lengthened. Treatment has lasted from 
one to as much as six months. No result 
is to: be expected from this or any other 
treatment unless the diseased kidney is 
first removed. 





TUBERCULOSIS OF THE BLADDER 
AND KIDNEYS. 


The possibility of tubercular infection 
ascending from the bladder to the kidney 
is categorically denied ‘by KtemMer 
(Archiv fiir klinische Chirurgie, Band 
Ixxxi, Heft 1), who believes that even 
when the bladder is infected before the 
kidneys, infection of the latter occurs 
through the blood. 

He states that he has never seen a case 
of vesical tuberculosis without lesion of 
the kidney. It is not probable that the 
second kidney can be infected through 
after the bladder is infected 
by the first. The condition demands early 
operation. “Early” means before local 
symptoms have appeared, and before there 
is disease of the ureter or bladder. Infec- 
tion of the bladder will often heal spon- 
taneously after removal of the diseased 
kidney, and it should never be treated 
operatively. In most cases the first symp- 
toms are vesical, and examination shows 
only turbid urine, in which by careful 
study bacilli are always found. Every 
cystitis which does not depend on gonor- 
rhea or catheterism is suggestive of tuber- 
culosis. In cases of long-standing gonor- 
rheal cystitis the bacilli should be sought, 
infection predisposes to 

many cases in women 


the ureter, 


as gonorrheal 
tuberculosis. In 


the trouble is ascribed to the pelvic organs 
instead of the bladder. 


Cachectic symp- 
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toms are more prominent than local ones. 
In doubtful cases the ureters should be 
catheterized, as: cystoscopy will not always 
show which side is affected. Adminis- 
tration of indigo-carmine will show clearly 
the orifice of the ureter. If the bladder 
is first washed out, there is no danger 
of infecting the sound kidney. 

The only surgeons who object to cathe- 
terization of the ureters are those who 
have not mastered the technique. Tuber- 
cular urine is generally pale and clear or 
slightly turbid. In case the bladder is 
badly diseased ureteral catheterization may 
be difficult or impossible. In these cases 
the question of the function of the better 
organ may be decided from the freezing 
point of the blood, which is reduced in 
bilateral disease. If it is normal, neph- 
rectomy of the diseased organ may be 
undertaken safely. In cases in which the 
propriety of operating seemed doubtful, 
the most diseased kidney was exposed, 
split, and fastened in the wound. In this 
way the action of the two kidneys could 
be studied. When the ureter was much 
diseased it was removed, or if only the 
upper end seemed. to, be affected, this was 
resected and a galvano-cautery inserted in 
the stump, heated to white heat, and with- 
drawn. A strip of gauze is laid in the 
wound, which is almost closed. The 
prognosis of the operation in early cases 
is entirely favorable. The deaths after 
the operation are almost entirely dependent 
on progression of lesions in other parts 
of the body. The recent operative mor- 
tality is less than three per cent. 


APPENDICITIS—WHEN TO 
OPERATE. 


The idea that all cases of acute ap- 
pendicitis should be operated: on at once, 
“because suppurative cases cannot cer- 


tainly be distinguished from catarrhal,” is 
combated by SoONNENBURG (Archiv fiir 
klinische Chirurgie, Band 1|xxxii, 2). 

In all acute attacks of appendicitis there 
will be fever, rapid pulse, and leucocytosis. 
If these three symptoms agree or corre- 
spond to each other, the case is presumably 
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catarrhal, and we may safely wait and 
operate in the interval. If the pulse is very 
rapid and the temperature not much ele- 
vated, in the presence of marked local 
resistance, the case .is malignant, probably 
gangrenous, and operation is not to be de- 
layed. If the leucocytosis is low in the 
presence of a bad general condition, the 
prognosis is very grave, as it shows that 
the defenses of the system are not ade- 
quate. The more closely the three symp- 
toms agree the better is the prognosis, and 
differs from the 


the more one of them 
others the more serious is the case. -All 
three symptoms should be carefully 


watched in all cases of abdominal inflam- 
mation. 





HEMATURIA IN INFANTS AND YOUNG 
CHILDREN. 


PARKINSON (British Journal of Chil- 
dren’s Diseases, February, 1907) notes 
that in urines, especially those which are 
alkaline, the red corpuscles tend to break 
up on standing, hence it is important to 
examine a fresh specimen if any doubt 
exists as to the presence of red cor- 
puscles. The ordinary guaiacum test if 
done with fresh materials is a very deli- 
cate one, and the presence of iodides, pus, 
saliva, or milk in the urine gives a very 
similar reaction. Caustic potash test is 
also given by the urine of patients taking 
senna, rhubarb, santonin, or chrysarobin, 
which drugs are frequently administered 
to children; hence the microscope is the 
safest method to employ. More severe 
hemorrhages usually come from the kid- 
ney, in which case the presence of blood 
casts from the renal tubules is distinctive. 
In infants under one year old the cause is 
generally scurvy, renal sarcoma, or uric 
acid crystals. These may occur in the 
shape of deposits in the renal tubules and 
in the pelvis of the kidney, and the hema- 
turia is occasionally accompanied by pain 
and priapism apparently of the nature of 
renal colic. At times hematuria may be 
the only obvious sign of infantile scurvy, 
though on closer examination other signs, 
such as tenderness of limbs, etc., may be 


discovered. Hematuria is one of the 
most frequent of the visceral bleedings 
of purpura hemorrhagica. The amount of 
the blood varies with the severity of the 
disease. The cause is not often in doubt, 
as in such cases the bleedings under the 
skin and from the mucous membranes are 
such-as are only seen in cases of scurvy, 
or in hemorrhagic forms of the various 
acute specific fevers, or in the rare con- 
dition known as Henoch’s disease. 


In acute specific fevers hemorrhagic 
types are sometimes seen complicating 
measles, diphtheria, influenza, etc. In 


hemophilia bleeding from the kidneys may 
follow a slight traumatism. — 

Chlorate of potash has _ frequently 
caused blood in the urine. Salicylate of 
sodium will also produce this same re- 
sult. The symptom is also noted after 
eating rhubarb or strawberries. In these 
cases it is usually accompanied by large 
numbers of octahedral and dumb-bell 
crystals of calcium oxalate. 

Guthrie has described a hereditary or 
family hematuria, in which twelve mem- 
bers of the family exhibited this symp- 
tom for many years. The children were 
otherwise healthy. Renal calculi in the 
kidney, pelvis, or bladder may cause 
hematuria; and when in the kidney or 
pelvis the accompanying symptoms of pain 
or colic, and occasionally the Roentgen 
rays, may facilitate the diagnosis; while 
in the bladder a calculus may often be felt 
by rectal palpation. 

Bleeding from the kidney is sometimes 
a precursor of tuberculous infection. -The 
treatment in the hematuria of scurvy ac- 
complishes a prompt, indeed almost im- 
mediate, cure. In hematuria accompanying 
purpura hemorrhagica the rectal injection 
of polyvalent antistreptococcus serum has, 
according to Parkinson, accomplished ex- 
traordinarily successful results. The 
hemophilic hematuria has not been bene- 
fited in any way by the administration of 
calcium chloride, though successful re- 
sults are reported from the use of both 
ergot and adrenalin. The bleeding follow- 
ing scarlet fever or influenza is benefited 
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by cupping. In all cases of bleeding from 
the kidney milk diet and rest in bed are 
imperative. 





INTERNAL DERANGEMENT OF 
THE KNEE. 

The affections of the knee following in- 
jury are divided by K6nic (Archiv fiir 
klinische Chirurgie, \xxxi, 2) into (1) 
injury of the crucial ligaments; (2) of 
the villi; (3) loose bodies. 

Trauma may cause rupture of the crucial 
ligaments if the knee is overextended or 
strongly twisted. In internal rotation 
the anterior ligament is ruptured; in 
overextension, both. ' If the knee is 
flexed and the leg driven forcibly 
backward the anterior, and if forward 
the posterior, ligament is torn. The liga- 
ment may tear across at any point, or a 
small piece of bone may be torn off by 
it. This is usually from the femur. The 
symptoms are hemarthrosis and pain, fol- 
lowed by uncertainty in the joint, with 
lateral wobbling or possible internal ro- 
tation. Diagnostic is the possibility of 
pushing the flexed leg back and forth 
along the articular surface of the femur. 
This is less often seen, however. There 
may be very little swelling. The only 
characteristic symptom which is present 
soon after the injury is the appearance of 
a small piece of bone free in the joint, 
shown by the x-ray. In late cases there 
is a tendency to effusion into the knee, 
pain, abnormal mobility and unsteadiness, 
and operation is often indicated. The con- 
ditien may heal even in severe cases if 
the joint is put at rest and massage used 
properly. If disability of the joint con- 
tinues, it should be opened and the torn 
ligament sewed. 

The injuries of the ligamenta mucosa 
and alaria, which pass from the patella 
to the femur, produce rupture or crush- 
ing of these bodies. They follow the same 
forms of trauma as do those of the crucial 
ligaments when the twist is not so severe. 
The symptoms are local swelling with pain 
and weakness, and a tendency to impac- 
tion. There may be atrophy of the quad- 
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riceps. If the condition does not tend to 
recovery the joint should be opened and 
any inflamed or enlarged fat bodies re- 
moved. In some cases free bodies in the 
joint will be found. It is not wise to re- 
move more of the: ligamenta alaria than 
is affected. 

Traumatic affections of the villi fre- 
quently follow a long time after the in- 
jury. The normal villi becomes enlarged 
by inflammation and new-formed connec- 
tive tissue, and may contain deposits of 
lime; they intrude between the joint sur- 
faces. In some cases the villi are con- 
genitally large, and cause trouble from 
childhood on, this being much increased if 
they are inflamed by injury: Ordinarily 
the villi are not sensitive, but like the 
peritoneum, they become so when in- 
flamed. In some cases the villi seem to 
be remains of fringes from a torn edge of 
a ligament following traumatic rupture. 
The impaction of the joint is ordinarily 
produced by the pinching of the enlarged 
villus between the ends of the bones, but 
in some cases folds and adhesions in the 
capsule are left after the injury and the 
villi are caught in the pockets formed in 
this way. This is especially likely if there 
was a hemarthrosis at the time of injury. 
The diagnosis is easy if the enlarged 
bodies can be felt from the outside; if 
not, the diagnosis is probable if there is a 
constant localized tenderness at one point 
in the capsule. The occurrence of crack- 
ling has little significance. The diag- 
nosis from loose bodies is at times almost 
impossible, but impaction is more com- 
mon with enlarged villi. The treatment 
is excision of the enlarged villi, and is 
most satisfactory in all cases. 

Loose bodies produce much the same 
symptoms. They often result from the 
small pieces of bone which are torn off 
by the crucial ligaments. In some cases 
they are apparently produced by necrosis 
following embolism of an artery in the 
articular surface (osteochondrolysis). The 
diagnosis is not always easy. The oc- 
currence of pain, swelling, and limitation 
of motion in a large joint leads to the 
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thought of tuberculosis, and if the joint 
is fixed and injections of antiseptics used 
great harm will be done. If the joint is 
operated on the diagnosis is at once clear. 
In most cases the #-ray will show the free 
body, and may show a corresponding de- 
fect in the cartilage of the femur. If there 
is much deformity of the joint the diag- 
nosis of traumatic arthritis deformans ‘is 
justified, and this is not benefited by 
operati¥e treatment. When possible the 
body is removed through a very small 
incision under local anesthesia. The fin- 
ger should not be inserted in the joint on 
account of the danger of infection. As a 
rule the only condition which demands 
free opening of the knee is rupture of a 
crucial ligament. In one case a vertical 
incision was made on each side of the 
patella, and these incisions were con- 
nected by a transverse one over the knee- 
cap, which was sawed through obliquely 
and turned back. The exposure of the 
joint and the union of the patella were 
alike perfect. 





SPINAL ANALGESIA IN ONE HUN- 
DRED CASES. 


BARKER (British Medical Journal, March 
23, 1907) notes that spinal analgesia has 
been shown to be generally applicable 
only to the lower half of the body, 
though some few use it for operation on 
the thorax or even higher. He has em- 
ployed stovaine in all of his one hundred 
cases, and notes that no drug yet employed 
has so far given as absolute uniform re- 
sults as to the effects, the site affected by 
the analgesia, and the complete absence 
of by-effects which led to the misuse of co- 
this field. The waywardness 
which has been occasionally seen by all 
operators has manifested itself in various 


caine in 


ways: First, it has been noted that even 
where lumbar injection has been ac- 
complished to all appearances correctly 


no effect whatever has followed the injec- 
tion. Second, where analgesia has been 
more or less produced it has been found 
in a few of the earlier cases to affect a 
region other than that required for opera- 
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tion, nor have these disconcerting results 
been fully explained. Finally, it is known 
that in a large series of cases injected with 
the same amount of the same drug no by- 
effects may be seen, and then two or three 
cases may be troubled with a considerable 
sickness or a headache. 

Barker believes that when no effect fol- 
lows the injection it is due to the fact that 
the needle has only partially entered the 
dura, the injection not entering the sac 
at all or only partially. 

The technical problem lies in entering 
the lumbar dural sac with the needle- and 
discharging all the contents of the drug 
directly into the cerebrospinal fluid below 
the termination of the cord. The spinal 
cord terminates at the lowest point op- 
posite the first lumbar vertebra. The lum- 
bar dural sac extends about as- far as the 
third sacral vertebra. Below the third 
lumbar spine, however, an ordinary needle 
puncture would be extremely difficult, 
hence the second and third lumbar inter- 
spaces are chosen. Puncture in the mid- 
dle line is the easiest, safest, and best 
course; also it is the least painful. Here 
the analgesic compound passes freely into 
the spinal fluid, and reaches both sides 
equally, and can move freely upward or 
downward from the point of entry. After- 
ward it can be influenced in various ways 
and for various objects according to its 
weight relatively to that of the spinal 
fluid. The fourth lumbar spine is recog- 
nized by being on a level with a line 
uniting’ the highest points of the two iliac 
crests across the back. The hollow needle 
is thrust in just above this or in the third 
spinal space, and is aimed straight for- 
ward and a little upward. In some very 
stout people it is often difficult to find 
the spine with the finger, and the point 
Its up- 
ward slant is then varied, and this will 
usually be sufficient for success without 
a fresh puncture if the back has been well 
rounded so as to obtain the greatest 
amount of separation between the spines. 
In powerful, middle-aged men where the 
spines are clubbed or twisted at their 


of the needle may strike bone. 
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ends or even overlapped, there may be 
complete failure to reach the sac. Three 
of such cases were found in the author’s 
series of 100. The needle employed has 
a close-fitting stylet and a hollow pdint 
so as to give sharpness without lengthen- 
ing the terminal opening too much, the 
object of this being to enable the whole 
of the open end of the needle to lie 
within the dura without the point being 
pushed so far as to wound any of the 
structures within the sac. The hollow 
needle armed with its stylet is thrust 
through the skin sharply and pushed for 
about an inch in the direction given, when 
the. stylet is withdrawn. The needle is 
then pushed on steadily, and as a rule 
easily. After it has ‘passed the supra- 
spinous and interspinous ligaments very 
little resistance is felt; it is rather as 
though it were crossing an empty space. 
Finally there is a sensation of having 
punctured a tense membrane, and the 
spinal fluid flows out in rapid drops, or, 
more rarely, in a continuous stream. If 
the drops come very slowly the needle 
may turn round a little on its axis, when 
they will usually come more rapidly. In 
no case should the analgesic compound 
be injected unless the fluid runs satisfac- 
torily. When about 10 cubic centimeters 
of liquor spinalis has run off into a meas- 
ure-glass the slender cannula attached to 
the syringe is inserted and pushed home, 
and the previously measured compound is 
delivered into the sac by a slow thrust 
of the piston. The patient is then rolled 
over on the back and the pelvis is raised 
a little. 
INTRANASAL SUTURE. 

On this topic the American Journal of 
Surgery for March, 190%, comments as 
follows: 

It is doubtful whether any recent inno- 
vation in rhinological technique is as 
striking in originality of conception, or in 
the promises that it holds, as is the opera- 
tion of intranasal suture conceived by 
Sidney Yankauer, of New York, and 

demonstrated by him on January 2, be- 
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fore the Section on Laryngology and 
Rhinology of the New York Academy of 
Medicine. That the wound made by re- 
moval of a hypertrophied turbinate, for 
example, does not have to be left to heal 
by granulations, but can be made to close 
per primam by the introduction of sutures, 
is startling enough; but that the means 
of accomplishing this are not complicated 
nor difficult leaves one wondering why it 
was never done before. It is, “indeed, 
surprising to behold how, with simple 
tools and simple technique, sutures can be 
introduced and tied in a wound extending 
far back in the naris. 

Yankauer’s method and his instruments 
are the following: Through both edges 
of the wound in the mucous membrane a 
catgut stitch is passed by means of a 
needle shaped like a small Deschamps 
ligature carrier (right or left, as needed, 
and sharp at the point). The suture end 
is caught with a small hook and pulled 
out of the nose, and the suture carrier 
(needle) is withdrawn. A _ single knot 
is made in the catgut, one end of which 
is then passed through the eye of an in- 
strument, consisting of a slender shank 
bearing a ring at its extremity. With this 
—acting practically as a prolongation of 
the index-finger—the knot is pushed up 
into the nose. A second knot is similarly 
carried up to the weund, and the sutured 
ends are cut off. The remaining stitches 
are introduced in like manner. 

The advantages of such a procedure 
after turbinectomy are very evident. 
Yankauer reports that by securing primary 
union with sutures, healing is complete 
in one week; whereas when the wound is 
left to close by granulations, healing re- 
quires four weeks or more. Suturing, 
moreover, reduces the chances of secondary 
hemorrhage, and by eliminating inflam- 
matory infiltration it ought to greatly im- 
prove the functional results. 

But intranasal suture seems to have 
even larger claims. No one hitherto has 
succeeded in closing a perforation of the 
septum. By plastic operation and su- 
tures Yankauer has succeeded in closing 





























two in three cases! Synechiz, usually so 
obstinate, he says he can cure, with the 
help of sutures, at one operation. 

That intranasal suturing will develop 
even further possibilities seems more than 
likely. Indeed, its originator has hinted 
at other applications he has already 
planned for it. 





OPERATION ON RECENT FRACTURES 
AND DISLOCATIONS. 

The indication for operation in most of 
the cases reported by SCHLANGE (Archiv 
fiir klinische Chirurgie, Band \Ixxxi, 2) 
was irreducibility. 

Very few dislocations demand operation, 
but occasionally reduction is prevented by 
a fracture near the joint. If the upper 
is fractured at the 
same time that the shoulder is dislocated 
and reduction cannot be accomplished, the 
joint may be exposed by an incision 5 
inches long, in the axilla, along the edge 
of the and _ coracobrachialis. 
The vessels and nerves having been drawn 
aside, the capsule of the shoulder appears. 
The head of the bone is brought into posi- 
tion and the tear in the capsule sewed up. 
The fracture is reduced at the same time 
and sutured if it does not stay reduced. 
Operation on dislocation of the elbow was 
required in one case of an injury several 
which 


end of the humerus 


pectoralis 


days old, in reduction was ren- 
dered impossible by callus from a small 
break in the lower end of the humerus. 
The joint was opened from behind, and 
the-ulna sawed through obliquely, so that 
the olecranon could be turned up with 


the upper flap. The excessive callus was 


removed and reduction was then easy. 
The only case of hip dislocation was 
also complicated by fracture. As the 


neck of the bone was entirely shattered 
the head of the femur was excised. In 
some instances it was impossible to re- 
duce dislocations of single bones of the 
carpus and tarsus without exposing the 
joint. The basal joint of the thumb is 
often dislocated, and in many cases the 


capsule of the joint is torn from _ its 


phalangeal attachment and spread over the 
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metacarpus. In this case a short longi- 
tudinal incision is made on the palmar 
surface of the joint. The head of the 
metacarpus is immediately seen. The 
phalanx is drawn dorsally, and by strong 
traction is lifted so far that a small knife 
can be inserted between the two bones, 
and the tightly drawn capsule split by a 
longitudinal cut. A small hook is used 
to draw the freed halves of the capsule. 
out of the space, and the hindrance being 
removed the bone returns easily to its 
place. The capsule and wound are closed. 
Passive motion begins in eight days. 

The results of treatment of fractures 
would probably be improved if operation 
were performed more often on _ recent 
fractures. If the fragments cannot be 
brought into good position at once it is 
not wise to follow the recommendation of 
3ardenhauer, who thinks that weight 
extension will slowly effect perfect re- 
duction. It is much better to operate at 
once. If the fracture is transverse the 
splinters at the ends of the bones can be 
fitted into one another and will hold the 
position without suture. In 
oblique fractures suture is necessary, a 
hole being drilled through each part of 
the and aluminum bronze wire 
passed through them. In fracture of the 
tibia it- is wise to pass the wire around 
the bone at the same time. Very heavy 
silk may hold even better than wire, and 
will not cut through the bone as wire is 
apt to do. 

Fracture of the patella is sutured except 
in the following cases: (1) Comminuted 
fracture by direct violence, in which the 
lateral ligamentary bands are not torn; 
(2) when the skin is so injured that an 
aseptic operation cannot be assured; (3) 
complicating diseases, old age, etc.; (4) 
when operation is refused; (5) when the 
separation is very slight and the knee can 
be extended. 

The patella is exposed by a longitudinal 
incision, the fragments brought together, 
an oblique hole bored in each, leaving the 
posterior. surface free, the fragments 
wired together, and the lateral bands 


parts in 


bone 
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united by catgut. Movements begin in 
two to three weeks. Fracture of the ole- 
cranon shows little tendency to heal by 
bony union unless sutured. The olecranon 
being exposed by a longitudinal incision, 
a hole is bored through the fragments, 
including as much bone as -possible with- 
out exposing the joint. Through this sil- 
ver wire is passed. The fascia is united 
with catgut. Motions are begun in two 
The collar-bone is only operated 
on to correct union in bad position. 


weeks. 





ACUTE FRONTAL SINUSITIS. 


MILLER (Virginia Medical Semi-Month- 
ly, April 12, 1907) states that in his ex- 
perience acute purulent disease of the 
frontal sinus is more often due to la 
grippe than any other cause, but it may 
follow acute coryza or any obstruction of 
the normal drainage. It is characterized 
by intense pain in the supraorbital region, 
which may radiate to the bottom of the 
eye, temporal region, vertex, or occiput. 
Percussion over the forehead is always 
painful. Upward pressure in the superior 
internal angle of the orbit against the floor 
of the sinus causes marked pain, and 
bulging is sometimes found at this point. 
The pain is usually in paroxysms, and 
is generally worse when first waking and 
increased by bending forward or blowing 
the nose, but between the paroxysms there 
is very seldom complete cessation of pain. 
The nasal passages are obstructed and 
there is profuse nasal discharge, which is 
at first whitish mucous, but later becomes 
yellowish and tenacious. The eyelid of 
the affected side may be red and edema- 
tous. Rhinoscopic examination will show 
swelling and congestion of the mucous 
membrane and the presence of exudate. 

The treatment of these cases must be 
both constitutional and local. The patient 
should be kept at rest in the house, prefer- 
ably in bed, the bowels emptied with a 
mercurial followed by a saline, and the 
diet should be light. Quinine, salol, as- 


pirin, and belladonna may be used with 
benefit. 


Opium should not be used un- 
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less absolutely necessary to control pain. 
Hot applications to the forehead usually 
afford much relief. The nose should be 
thoroughly cleansed by an alkaline ‘spray 
or douche, and then the congested tissues 
constricted by a spray of adrenalin, 1 to 
10,000, which may be given to the patient 
to use every two or three hours. If within 
twenty-four or thirty-six hours there is 
not much, improvement- the anterior end 
of the middle turbinated body should be 
removed with forceps and cold wire snare. 
When these less radical methods prove 
insufficient for proper drainage, opening 
of the sinus through its anterior or in- 
ferior wall becomes necessary. When this 
is done, enough of the wall must be re- 
moved to permit a thorough examination 
of the cavity and enlargement of the naso- 
frontal duct to an extent sufficient for free 
drainage into the nose. If operation is 
delayed too long, the continued pressure 
may cause rupture through the floor into 
the orbit or through the posterior wall of 
the sinus into the brain cavity, with con- 
sequent purulent meningitis or 
abscess. 


brain 





EXCISION OF MAMMARY CANCER. 


Don (Scottish Medical and Surgical 
Journal, April, 1907) states that while it 
is commonly agreed that cancer spreads 
from the original focus along the lymph- 
atic channels, metastases will not take 
place against the lymphatic stream early, 
but that after the nearest glands have been 
blocked by cancer growth the lymph must 
take a different course, and along this new 
course cancer cells may be carried and 
may in this way get into glands not nor- 
mally receiving lymph from the cancer 
focus. In this way the overlying skin 
beyond the cancer focus may become sec- 
ondarily affected and should in this case 
be removed at operation. The author has, 
however, never seen any more benefit to 
the patient from a wide incision through 
the skin, subcutaneous tissues, and muscle, 
and removal of everything except the ribs 
and intercostals as a routine method, than 
can be got from sparing the skin if at the 

















same time a wide area of subcutaneous 
tissues can be removed and a neatly 
closed wound left instead of a wide gap, 
which adds so much to the postoperative 
work of the surgeon and to the discom- 
fort of the patient. He has not seen a 
case of recurrence in the skin thus left 
that did not impress ‘him as originating in 
the parts below and pushing forward and 
involving the skin later. It is wise, there- 
fore, always to follow up the lymphatic 
channels to their first lymphatic glands, 
and the lymphatic area just beyond their 
boundaries, if a radical cure is to be at- 
tempted. In order to make clear these 
generalizations the author gives a minute 
description of the lymphatic channels cf 
the thoracic and mammary glands, which 
he says is based principally on Leaf’s de- 
scription. He asserts that it is necessary 
the surgeon to understand this dis- 
tribution of the lymphatics in order to in- 
telligently perform the complete operation 
which he describes. He calls attention 
to the important fact that no lymphatic 
channels from the breast run immediately 
under the skin but in the deeper tissues, 
and that the skin will not be infected un- 
less by peripheral infiltration from the 
cancer mass just below it. 

The operative procedure is as follows: 
The hairs of the axilla are cut short with 
scissors, and, during a general bath, the 
whole side of the patient is thoroughly 
scrubbed with soap and water. -This is 
done by the nurse or patient beforehand, 
and the field of operation is covered with 
mercurial wool, or, in private work, simply 
by clean underclothing. After anestheti- 
zation the patient is turned partially over 
to the sound side, and the pillow put 
under the shoulder and side to keep her 
in this position. 

The mackintoshes are arranged by the 
nurse, who again washes the front and 
side of the thorax and the with 
ethereal soap. She then applies a depila- 
tory, consisting of sulphide of soda and 
unslaked lime mixed with water, as a 
paste over the axilla and breast. This is 
left in position for a few minutes, when 


for 


arm 
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it is washed off with sterile or carbolized 
water. Sterilized towels are now laid 
over the mackintoshes, and a final wash 
with sterile water, and then with methy- 
lated spirit, by the surgeon himself com- 
pletes the preparation. The object of the 
alcohol is more to harden the skin and to 
prevent infection of the wound by its 
maceration during the operation. Com- 
plete sterility of the skin, especially in 
the axilla and about the pelvis, is an im- 
possibility, and the usual moist prepara- 
tory dressings tend to form culture media 
for the germs already there. The point 
for consideration, next to the complete 
removal of disease, is the after-usefulness 
of the arm, and here it seems that the 
usual incision along the middle of the 
axilla is the worst we could adopt, for as 
the scar contracts the arm becomes more 
and more bound to the side. The scars 
should radiate from in front of the shoul- 
der-joint, and thus allow of perfect up- 
ward and forward movement of the arm. 

The author prefers a double curve in- 
cision, the end of the one curve being 
over the shoulder-joint, and the other at 
the ensiform cartilage. This incision will 
run below the areola, round the’ nipple, 
and will leave at least one inch of healthy 
skin. From the shoulder the curve is 
continued across the external border of 
the axilla on to the arm and turned down 
in a wide curve to almost reach the inner 
border of the biceps muscle and well on 
to the arm. Another incision encircles 
the breast, and, if much of the skin over 
the gland has to be sacrificed, is carried 
down the side of the thorax. The flap in 
the axilla is then dissected back, skin only 
being reflected, and care being taken to 
handle the skin as little as possible, both 
for the sake of the vitality of the flap and 
to prevent infection of the wound. This 
flap should be covered with gauze after 
its reflection beyond the latissimus and 
teres major borders. The incision is then 
deepened until the pectoralis major is 
reached, which forms a good guide to enter 
the upper limit of the axilla by, as the 
fascia at its lower border, when dissected 
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back, reveals the vessels and nerves. These 
are first cleaned on their anterior and lower 
aspects (the anterior and internal ana- 
tomically) well on to the arm, all branches 
of the vein and artery to the side of the 
thorax, except the subscapular and dorsalis 
scapule to the posterior aspect, being at 
once tied and divided. The long thoracic 
nerve should be preserved if possible. The 
rest of the axilla is then carefully cleaned 
back to the latissimus and teres major 
muscles, and the thoracic wall down to the 
serratus. The fascia covering this muscle 
is also removed, as on it lie the thoracic 
glands. 

This part, in the usual operation, is 
most: often neglected, as it lies awkwardly 
to the surgeon and gets obscured by blood, 
and comes, too, at the end of the opera- 
tion, when the surgeon is getting tired. 
This neglect is less likely to occur if the 
affected side of the patient is raised by a 
pillow before commencing to operate, and 
the axilla cleaned first. The apex of the 
axilla is then examined, and any other 
glands felt to be enlarged are now re- 
moved. To effect this the skin is reflected 
up the clavicle and across to the middle 
The subcutaneous fat and fascia 
are removed from the limit of the skin 
reflection toward the mamma and dis- 
sected inward toward the growth till the 
insertion of the pectoralis major comes 
into view. This muscle is cut through at 
its insertion, the finger being slipped un- 
derneath it as a guide. This exposes the 
pectoralis minor, which is cut through 
similarly, and both are turned down to- 
gether toward the mamma. Some 
branches .of the acromiothoracic axis will 
require tying. All fat and glands around 
the vessels are removed right up to the 
clavicle, and from the posterior triangle 
of the neck, if need be. 

The axilla being cleaned, the most tedi- 
ous part of the operation is finished before 
beginning the wide dissection which ex- 
poses so much of the thorax wall, and 
which must add considerably to the shock 
of the operation. The rest of the skin 
is quickly undermined, down to about 


line. 
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three inches below the ensiform cartilage 
and behind back to the latissimus. All 
fat is removed from these skin flaps. The 
rest of the operation is a mere flaying of 
the chest wall down to the ribs. Bleeding 
is venous, except for a few internal mam- 
mary branches which need tying, and pres- 
sure will stop the rest. At this stage, 
when possible, the whole wound should 
be exposed to a full dose of x-rays, the 
center of the target being over the posi- 
tion of the nipple of the side from which 
the gland has been removed. This will 
occupy from ten to fifteen minutes, and 
the thorax may meantime be covered 
with sterilized gauze or towels. There 
seems to be so much reliable evidence of 
the selective destruction of superficial new 
growths by these rays that to use them is 
to give our patient the best chance we 
can of non-recurrence of the disease. 
When the cancer cells are again covered 
by skin the benefit to be derived is less 
certain, and destruction of the weak skin 
fiaps is not unlikely if an effective maxi- 
mum dose be given. 

All bleeding will now have stopped, and 
a continuous suture of Japanese twist, 
with knots every two inches or so, will 
guickly complete the operation. A gauze 
drain is put into the axilla at the base of 
the axillary flap and -left for forty-eight 
hours, and a sterile gauze dressing and 
wool and a bandage are applied, leaving 
the arm quite free. The skin will then 
adhere in the most favorable position for 
after-movements of the arm, for we must 
allow for contraction for this huge scar, 
especially about the axilla. 

The author does not claim that this 
operation is complete or will always be 
certain to remove all the disease, but 
merely that it follows the rational plan. 
It is useless to follow with any hope of 
complete eradication infection along the 
penetrating branches to the intercostals or 
to the internal mammary, and it would be 
equally futile to go in pursuit of the dis- 
ease along the channels accompanying the 
epigastric arteries or to the diaphrag- 
matic or posterior mediastinal glands. If, 











on account of involvement of the skin, a 
wide area would be left uncovered, skin- 
grafting should be done at the time of 
the operation. It is wise also to cut into 
the tumor first to make sure that it is 
malignant, and, if there is any doubt, to 
have a small part examined microscopically 
immediately, in order that unnecessary 
mutilation may: be avoided. 





CONTRIBUTIONS TO RENAL SURGERY. 

The article of Rumpet (Archiv fiir 
klinische Chirurgie, Band 1xxxi, 2) con- 
sists of a series of case reports with com- 
ments. - Various surgical conditions of the 
kidney are considered. The most import- 
ant facts brought out in the discussion 
are the following: 

A number of attempts have been made 
recently to disparage the value of the in- 
formation obtained from the freezing 
point of the blood. These attacks exhibit 
a lack of understanding of the principle 
on which the method is based. A normal 
freezing point does not imply, as is as- 
sumed, that one kidney is normal, but 
merely that the two kidneys together are 
able to perform all that is required of 
them. If each kidney has half the neces- 
sary power, the total effect will be the 
same as if one kidney is entirely lost and 
the other possesses sufficient power for 
both. On the other hand, a freezing point 
below the normal does not imply that both 
kidneys are damaged. Various factors, 
such as imperfect cardiac action, pressure 
on the ureters, diseases ofthe blood, etc., 
may affect the concentration of the blood, 
apart from lesions of the kidney. This 
explains the results obtained oc- 
casionally by the removal of a diseased 
kidney, when the freezing point of the 
blood shows incomplete excretory power. 
The comparative power of the two kidneys 
may be approximately ascertained by a 
comparison of the urine from each kidney. 
This is conclusive only when the urine 
is obtained by ureteral catheterism. The 
comparison of the total amount of urine 
-excreted by each kidney is neither prac- 


good 
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tical nor necessary, as the power of a 
kidney to keep the blood in a normal con- 
dition depends on its power to secrete a 
concentrated urine rather than on_ its 
power to secrete a large amount of water. 
It is not certain that the urine collected 
by the catheter ever represents the entire 
output of the kidney; some fluid may es- 
cape alongside it into the bladder. The 
aim of comparative cryoscopy is not to 
determine the actual excretory power of 
each kidney, but merely their relative 
power as compared to one another. 

Before the performance of nephrectomy 
it is wise to determine the position of the 
kidney which is to be excised, and this 
can ordinarily be accomplished by passing 
a ureteral catheter into the pelvis of the 
kidney, arid then studying its position with 
the «-ray. In some cases the catheter 
meets an obstruction near the kidney, and 
in this way the organ might be located 
too low. If the two ureters are catheter- 
ized simultaneously and the catheter pass 
in to the same distance, it may be as- 
sumed that each has reached the kidney. 
In case of doubt if a small amount of 
sterile salt solution is injected through the 
catheter it will cause pain if the pelvis 
has not been reached. Salt solution should 
also be injected if the urine does not flow 
freely, as the eye of the catheter may be 
obstructed. 

The x-ray is also of value in the diag- 
nosis of renal calculus. The composition 
of the stone is of less importance than a 
proper technique in obtaining positive 
results. 





INJURIES OF THE SEMILUNAR 
CARTILAGES. 


The mechanism of these injuries is 
considered by Scuuttz (Archiv fiir 
klinische Chirurgie, Band 1|xxxi, 2), who 
points out the greater exposure to injury 
of the inner cartilage. 

With the knee extended the inner carti- 
lage is exposed directly under the skin 
for a space of three fingerbreaths. When 
the knee is flexed the patella slips out- 
ward, and the entire anterior surface of 
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the cartilage is exposed. The outer 
cartilage is also exposed in a spot near the 
patella, but is covered by a thicker fascia, 
and thus less liable to injury by direct 
violence. A comparatively light blow 
from a sharp object which strikes the 
cartilage exactly when the knee is flexed 
may tear it from its anterior insertion. 
Indirect injury is much more common, but 
requires for its occurrence that the knee 
be flexed and that the tibia and femur 
be pressed firmly together. The accident 
occurs in men bearing heavy 
loads. The tibia rotates outward when 
the knee is flexed, moving more on the 
inner than on the outer condyle, and thus 
putting the inner cartilage on more of a 
strain. If the flexed knee is suddenly 
bent inward, the strain on fhe inner 
cartilage is suddenly increased and it is 
likely to give way. If the knee is only 
partly flexed, the cartilage is forced out- 
ward against the lateral ligament, and may 
be entirely displaced. The reason that it 
is difficult to reproduce these injuries on 
the cadaver is incident to the lack of the 
muscular tension drawing the joint sur- 
faces together. 


usually 





TRANSPLANTATION OF SUPRA- 
RENAL GLANDS. 


The loss of one adrenal gland has no 
effect on the health of dogs, and CoENEN 
(Archiv fiir klinische Chirurgie, Band 
Ixxxi, 2) tried to keep his animals alive 
by implanting one adrenal and later re- 
moving the other. He found that adrenal 
giands transplanted into the liver or kid- 
ney disappeared entirely in the course of 
a few weeks, in spite of the fact that they 
healed in place without difficulty. Glands 
or pieces of glands implanted in the 
spleen healed well, but in a few days 
began to show signs of necrosis. In from 
five to eight weeks the pieces had entirely 
disappeared, mere heaps of pigment gran- 
ules showing where they had been. In 
all cases the removal of the second adrenal 
was followed by death. This occurred 


in most cases within twenty-four hours, 
in one case not until sixty hours. 


The 
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author decides that it is not possible to 
obtain a functionating gland by transplan- 
tation of the adrenal. 


DIAGNOSIS OF TUMORS OF THE 
MAXILLA. 

The idea that empyema of the nasal 
accessory sinuses cannot cause dilatation 
of the bony walls is disproved by WoLrr 
(Archiv fiir klinische Chirurgie, Band 
Ixxxi, 2) on the basis of several cases of 
such dilatation. 

The improvements in the technique of 
removal of the upper jaw for malignant 
tumors have so reduced the mortality of 
the operation that surgeons are ready to 
resect the jaw as soon as the diagnosis 
of tumor is made. It is therefore very 
important that cases of empyema should 
be recognized as such and not resected 
as tumors. Hajek states that empyema 
of the maxillary sinus leads _ to 
dilatation of its bony walls, but a small 
number of cases in which this occurred 
have been reported, and Wolff adds two 
more, in one of which the bone was re- 
sected and found to contain a mass of 
caseous matter entirely filling the maxil- 
lary sinus and causing a marked dilatation 
of its walls, simulating a tumor. He ad- 
vises that in all cases of suspected tumor 
of the maxilla an exploratory puncture 
be made through the canine fossa with a 
cannula large enough to draw off even 
thickened: pus. If the tumor has broken 
through the bone and become visible ex- 
ternally, this is, of course, unnecessary. 


never 


ENLARGEMENT OF THE TUBEROSITY 
OF THE TIBIA. 


The condition described by JAcospsTHAL 
(Deutsche Zeitschrift fiir Chirurgie, Band 
Ixxxvi, 5) is related to separation of the 
epiphysis. The tuberosity develops about 
the age of fourteen years, growing down 
from the epiphysis over the anterior sur- 
face of the tibia “like a tongue protruded 
from the mouth over the lip and chin.” A 
special bony process grows out from the 
shaft, and unites with this “tongue” dur- 
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ing the fifteenth year. The entire process 
is not bony until about the twentieth year. 

In boys at the adolescent period a sud- 
den extension of the quadriceps may break 
the connection between the “tongue” and 
the underlying bone and turn it up. The 
same thing may occur by forced overflexi6dn 
of the knee. The symptoms are pain and 
inability to extend the knee, followed by 
swelling and effusion of blood. In some 
cases the patella is drawn up to a higher 
point than its fellow. In most cases a 
groove can be felt along the lower surface 


of the tuberosity. A similar condition 
may appear without any trauma and on 
both sides of the body simultaneously. 


This seems to depend on a rarefying 


osteitis and ossifying periostitis. It is not 
certain whether it is an infectious osteitis 
or an with the 
ossification, Telated to late rachitis. Its 
tendency to be bilateral favors the latter 
The symptoms are pain and en- 
largement of the tuberosity, coming on 
slowly at the age of adolescence. If the 
symptoms justify it, the process may be 
removed by operation. Mild cases tend to 
spontaneous cure, as ossification advances. 


interference process of 


view. 


STERILE CATGUT. 

The exhaustive treatise of KUHN and 
RoESSLER (Deutsche Zeitsghrift fiir Chir- 
urgie, Band Ixxxvi, 5) gives in detail all 
the methods which have been proposed for 
the disinfection and preparation of catgut, 
and the bacteriologic studies in connection 
with They describe in detail 89 
methods, and conclude that it is impossible 
to sterilize the inner portion of a catgut 
thread without destroying it. 

The only way to obtain unobjectionable 
catgut is to handle the gut cleanly from 
the time it is femoved from the - animal, 
and to disinfect each strip before it is 
rolled. They have devised a practicable 
method for doing this on a small scale, 
which is described in full. The gut after 
being washed and “slimed’”’ and washed 
free from lye is placed in a solution of 
potassium iodide for several days, and 
then in a solution of iodine in the iodide. 


them. 
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The strength of the solutions is still under 
experiment. For making silver gut, the 
strips are placed in a solution of almost 
any one of the organic silver salts for 
eight days, exposed to the light one day, 
and then rolled and dried. The bac- 
tericidal power of the various organic 
salts of silver is in almost exact propor- 
tion to the percentage of silver in each. 
The per cent of silver in the various salts 
is as follows: Collargol, 86.6; silver fluo- 
ride, 81.7; silver nitrate, 83.6; itrol, 61; 
actol, 51.5; argentol, 31; ichthargan, 2 
argyrol, 20; albargin, 13.4; nargol, 9.6; 
largin, 9.4; novargan, 8; protargol, 7.4; 
argentamin, 6.4; argonin, 3.8. These per- 
centages are from the authors’ analyses 
and not from published figures. 


Nh. 
ty 





IS THERE A FRACTURE OF THE SESA- 
MOID BONE OF THE TOE? 

The existence of pain and tenderness 
over the sesamoid bone of the great toe 
led MompBurc (Deutsche Zeitschrift fiir 
Chirurgie, Band |xxxvi, 5) to suspect frac- 
ture and to examine the foot with the 
x-ray. He found, as he suspected, that 
the sesamoid bone was in two pieces, but 
on examining the other foot for com- 
parison he found the same division there. 
The was found in both 
feet in another case of injury, and led him 
to look the subject up. 

Study of published 
that of the 
side quite 


same condition 


radiograms showed 
the tibial 
nine cases of 
double, three of triple, and one of quad- 
ruple division being found. Two cases 
of fracture of the sesamoid bone have 
been reported. In one the radiogram is 
not clear, in the other it is apparently a 
natural Neither was operated 
on. The pain is probably due to a trau- 
matic arthritis, and disappears inside of 
two weeks. There is considerable danger 
of making a false diagnosis of fracture, 
if this anomaly is not taken into account. 
In all the cases examined the condition 
was bilateral, although in one case the 
tibial bone was divided on one side, the 
fibular on the other. 


division bone on 


was common, 


division. 
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CurnicAL LecrurES ON NEURASTHENIA._ By 


Thomas D. Saville, M.D., London. Third 
Edition, Revised and Enlarged. William 
Wood & Co., New York, 1907. Price $1.50. 
Dr. Saville’s lectures not only discuss 
the predisposing and direct causes of neur- 
asthenia, but also the measures for treat- 
ment which in his experience have proved 
useful. The book is open to the objec- 
tions which hold against any series of lec- 
tures which appear in book form. The 
remarks of the author are illustrated by 
the citation of a considerable number of 
cases which do not, we think, add ma- 
terially to the value of the book, since the 
reading of case histories is not particularly 
interesting, and the reader always desires 
a concise statement of the views of the 
author rather than to have to form opin- 
ions of his own from reading reports of 
cases. That the book meets a need in pre- 
senting an important subject is evidenced 
by the fact that it has reached its third 
edition, and the author has taken the pains 
to carefully revise a number of the original 
lectures. 
ProcressivE Mepicine. Volume II, June, 1907. 
Edited by H. A. Hare, M.D., Assisted by H. 
R. M. Landis, M.D. Price for four volumes 


in cloth, $9.00; in paper, $6.00.. Lea Brothers 
& Co., Philadelphia, 1907. 


The June issue of Progressive Medicine 
for this year opens with a valuable article 
upon hernia by Dr. William B. Coley, of 
New York, who is so well known as an 
authority upon this subject, and is followed 
by an article on the surgery of the abdo- 
men by Dr. Edwin M. Foote, of the same 
city. Dr. Foote thoroughly covers the 
ground which has been developed during 
the past year, and considers especially the 
diagnosis of abdominal hemorrhage, the 
value of the blood count in sepsis, diffuse 
suppurative peritonitis, postoperative 
thrombosis, the surgery of displaced ab- 
dominal organs, and, perhaps more im- 
portant than all, the question of when gas- 
tric ulcer becomes a surgical affection. He 
tells us that in about 80 per cent of the 
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cases which occur in young women good 
results followed medical treatment, but that 
the remaining 20 per cent are turned over 
to the surgeon, who cures about half of 
them. Dr. John G. Clark in his article 
upon gynecology once more urges the pro- 
fession to be on the lookout for the earliest 
symptoms of carcinoma uteri, and gives a 
number of suggestive symptoms which may 
be of value in early diagnosis. He also 
discusses the various forms of operative 
treatment of pelvic disorders. The article 
by Dr. Stengel upon diseases of the blood, 
dietetic and metabolic diseases, including 
diseases of the spleen, thyroid gland, and 
lymphatic system, is a complete summary 
of the literature of the past twelve months 
in this important field, with particular ref- 
erence to the diagnosis and treatment of 
these infections. 


BACTERIAL INFECTIONS OF THE DIGESTIVE TRACT. 
By C. A. Herter, M.D. The Macmillan Co., 
New York, 1907. 


Dr. Herter’s book, which deals not only 
with the common bacterial infections of the 
digestive tract but with the intoxications 
arising from them, is exceedingly timely 
and well prepared. Its appearance is of 
more than ordinary interest at the present 
time because this is a subject which has 
for a number of years engaged the atten- 
tion of the medical profession, and about 
which there exists much difference of opin- 
ion. The well-known work of Bouchard, 
while interesting in a way, has not re- 
ceived the professional confidence which 
a book of this character should possess. 
So far as we know, there is no satisfactory 
presentation of this subject, except that 
of Dr. Herter, in the English language 
at the present time. Dr. Herter is so well 
known for his original investigations along 
the lines of physiological chemistry, and 
because he occupies the Chair of Phar- 
macology .at Columbia College, that the 
opinions which he expresses may be re- 
garded as authoritative and worthy of 
credence. 
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THE TREATMENT OF Disease. A Manual of 
Practical Medicine. By Reynold Webb Wil- 
cox, M.D., LL.D. P. Blakiston’s Son & Com- 
pany, Philadelphia, 1907. Price $6.00. 


Although this book is, from its title, 
apparently devoted to the sole considera- 
tion of therapeutic measures, as a matter 
of fact it is rather of the nature of a 
book upon practice, since in each case the 
etiology, pathology, symptoms, definition, 
prognosis, and diagnosis of diseases are 
considered. The therapeutic suggestions 
which are to be found in almost every 
page are up to date, and the most recent 
measures, many of which have not as yet 
received professional indorsement, are 
mentioned in numerous instances. 

Materia Menpica, THERAPEUTICS, PHARMACOLOGY, 

AND PHaRMACoGNosy. By William Schleif, 


Ph.G., M.D. Third Edition, Revised and En- 
larged. Lea Brothers & Co., Philadelphia, 1907. 


This is a small octavo volume of about 
400 pages which has been revised by its 
author in such a way as to bring it up to 
date. It belongs to the “Medical Epitome 
Series” of Lea Brothers & Co., and is 
designed to afford a condensed yet com- 
prehensive text-book and work of reference 
of Materia Medica. The classification used 
is that followed by Wood in his book 
on Therapeutics, although some of the 
methods of presenting the subject used by 
other authors are included. We are some- 
what surprised that nothing is said under 
Chloroform in regard to acid intoxication 
or postanesthetic illness. The book is a 
useful one to the student who wishes to 
employ it side by side with some of the 
well-known larger text-books upon this 
subject. 

A MANUAL OF THE DIAGNOSIS AND TREATMENT 
oF DISEASES OF THE Eye. Second Edition, 


Revised and Enlarged. W. B. Saunders Co., 
Philadelphia, 1907. Price $2.50. 


This duodecimo volume of 615 pages, 
182 text illustrations, and two colored 
plates now appears in its second edition. 
Dr. Jackson is known as one of the most 
conscientious and careful ophthalmologists 
in this country. He has had a very large 
experience, first in Philadelphia, and in 
more recent years in Colorado, and is 
looked to as an authority on many ques- 
tions which are of great interest to ophthal- 
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_mic practitioners. The small size of this 
volume places it in the class of handbooks 
rather than in the class of text-books, but 
it is by no means so condensed that it 
cannot be employed as a text-book by un- 
dergraduate students and as a book of 
reference for practitioners, for whom we 
presume it has been chiefly prepared. 

A Laporatory MANUAL OF INVERTEBRATE ZO- 


otocy. By Gilman A. Drew, Ph.D. Price 
$1.25. W. B. Saunders Co., Philadelphia, 1907. 


This small manual has for its basis a 
set of laboratory directions prepared by 
members of the staff of instructors at the 
Marine Biological Laboratory at Woods 
Hole, Massachusetts, and represents not 
only the views of the author but of a num- 
ber of other workers. As there are only 
about 180 pages of text in the volume, it is 
necessarily an exceedingly condensed 
manual, and in one sense somewhat in the 
nature of a primer. It is well suited for 
the purposes for which it has been pre- 
pared. 

A MANUAL OF THE DISEASES OF THE NOSE, 

TuHroaT, AND Ear. By E. B. Gleason, M.D. 


W. B. Saunders Co., Philadelphia, 1907. Price 
$2.50. 


This book, which appears in a flexible 
binding, is larger than the so-called quiz- 
compends, yet not as large as many of the 
more thorough works which deal with this 
subject. It is essentially practical, is well 
illustrated, and ranks, amongst the smaller 
books, as one of the best of its kind. 


THE Practice oF Osstetrics. Original Commu- 


nications. By American Authors. Edited by 
Reuben Peterson, A.M., M.D. _ Illustrated. 
Lea Brothers & Co., Philadelphia, 1907. 


This volume of over 1000 pages is 
made up of articles prepared by ten con- 
tributors who deal with the various aspects 
of obstetrics. It contains no less than 523 
engravings and 30 full-size plates, and 
belongs to the Practitioners’ Library, of 
which several volumes have already ap- 
peared from the presses of the publishers. 
The idea in the case of each volume has 
been to present a practical aspect of the 
subject with enough theory to make the 
application of practical advice correct and 
scientific. Many of the pictures are taken 
from the maternity attached to the Uni- 
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versity of Michigan. Among the well- 
known contributors we may mention Dr. 
Dorland of Philadelphia, Dr. Manton of 
Detroit, and Dr. Warthin of Ann Arbor. 

It is a first-rate work for the practical 
obstetrician, and the book can be highly 
recommended, because it is one to which 
he can turn for competent advice presented 
in the form which can be readily utilized. 


SELF-PROPELLED VEHICLES. By James E. Homans, 
A.M. Copiously Illustrated. The Audell Co., 
New York, 1907. Price $2.00. 


As the title of this book indicates it is 
a practical treatise on the theory of con- 
struction, operation, care and management 
of all forms of automobiles, and it con- 
tains about 500 illustrations and diagrams 
giving the essential details of the con- 
struction and many important points on 
the successful operation of the various 
types of motor carriages driven by steam, 
gasoline, and electricity. The preliminary 
pages are devoted to an interesting his- 
torical review of the first self-propelled 
vehicles, and then follow 51 chapters which 
deal with all the details of automobile con- 
struction and running, describing particu- 
larly well-known forms of steam, gasoline, 
and electric motors. To those of our read- 
ers who not only wish to run motor cars 
but to thoroughly understand their mechan- 
ism, we can cordially recommend this book. 


AMERICAN ‘PRACTICE OF SuRGERY. Complete in 
Eight Volumes. Volume III. Edited by 
Joseph D. Bryant, M.D., LL.D., and Albert 
H. Buck, M.D. New York: William Wood 
& Company, 1907. 

The third volume of Bryant and Buck’s 
Surgery is made up mainly of Diseases and 
Injuries of Bones and Joints, with a small 
section devoted to Poisoned Wounds and 
Rabies. Calmette’s antivenene in doses of 
10 to 20 cubic centimeters of the strongest 
serum is recommended in cobra poisoning. 
Calmette, who holds that the essential prin- 
ciple of all death-producing poisons is the 
same, says that his antivenene is effective 
against all sorts of snake-bites. Therefore, 
this is the remedy par excellence against 
rattlesnake poisoning, copperhead poison- 


ing, or that of any of the venomous snakes. 
In regard to tetanus, Mason holds that in 
specific 


the treatment tetanus antitoxin 
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He 


offers the best prospect of cure. 
accords to it absolute powers as a prophy- 
lactic. 

In the treatment of anthrax Sclavo’s an- 
tianthrax serum is advised. 

The section upon Fractures, contributed 
by Eve, embodies all that is modern, to- 
gether with much of the teaching that has 
to a certain extent been superseded by im- 
proved methods of diagnosis. Nor is there 
that dependence upon operative means 
which modern methods and results justify. 
In dealing with fractures of the neck of the 
femur Senn’s operation, long since aban- 
doned, is elaborately described, and more 
modern and satisfactory methods are not | 
even mentioned. And to the Parkhill plates 
has been accorded a place which should 
have been given to direct suture or plating. 

Roswell Park contributes an extremely 
interesting chapter upon non-inflammatory 
affections of the bone, including under this 
head osteitis deformans and rickets. A 
brief but satisfactory chapter on Syphilitic 
Disease of the Bone is contributed by Shel- 
ton Horsley. 

The chapter on non-tuberculous and non- 
traumatic affections is discussed by Painter, 
and he has traversed this difficult section 
extremely well. Much space has been de- 
voted to tuberculous disease of the joints 
by Primrose. He has embodied in his arti- 
cle the current teachings found in the 
orthopedic text-book. 

It may be said of this volume, as of its 
predecessors, that it is a most excellent piece 
of book-making, essentially practical in its 
teaching, and likely to be particularly ser- 
viceable to the general clinician who in the 
course of his work sees many surgical 
patients. 

MoperN SurGery, GENERAL AND OPERATIVE. By . 

John Chalmers Da Costa, M.D. Fifth Edition, 


Revised and Enlarged. Illustrated. W. B. 
Saunders Co., Philadelphia and London, 1907. 


This fifth edition of Da Costa’s book is 
but an added proof of the well-merited 
appreciation with which the work has been 
received by the profession. It is to be noted 
that the author’s thorough familiarity with 
current literature has enabled him to add to 
his work practically all that is of value in 
recent writings. Thus will be found 
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descriptions of the Matas operation for 
aneurism, the treatment of peritonitis by 
incision and drainage in the semierect posi- 
tion, Szadek’s method of filling bone cavi- 
ties, the Quénu operation for rectal cancer, 
Willy Meyer’s operation for carcinoma of 
the mammary gland. 

The book can be commended without 
reservation, and is likely to remain a lead- 
ing text-book on this subject. 

THE ABDOMINAL AND PeEtvic BRAIN WITH AUTO- 

MATIC VISCERAL GANGLIA. By Byron_ Robin- 


son, B.S., M.D. Frank S. Betz, Hammond, 
Ind., 1907. 


This book suggests to the reviewer the 
thought that the publisher was so assured 
of the value of his subject-matter that he 
considered its proper dressing of minor im- 
portance. The profession as a whole is 
familiar with Byron Robinson’s scholarly 
exposition of his often original conceptions 
of anatomy and of surgical therapeutics ; 
to such.they need ng beautifying form. To 
others the binding, print, and paper are 
not likely to prove alluring. 
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SurcicaL Dracnosis. By Daniel N. Ejisendrath, 
A.B., M.D. Illustrated. W. B. Saunders Co., 
Philadelphia and London, 1907. 


This book, copiously and admirably illus- 
trated and printed in large, clear type, 
approaches the question of diagnosis from 
the clinical standpoint, grouping the inju- 
ries and diseases in the manner in which the 
general practitioner or the surgeon must 
consider them when he examines a patient 
for the purpose of making a diagnosis. 
Thus in the chapter upon Injuries of the 
Head the various traumatic lesions of the 
scalp, skull, and brain are considered to- 
gether. The text throughout is character- 
ized by a clear conception of the value and 
bearing of major symptoms, a careful con- 
sideration of the question of differential 
diagnosis, a frank acknowledgment of the 
difficulties often attendant upon this, and an 
absence of overloading with minor and con- 
fusing symptoms which often tend to 
produce in the student’s mind a hopeless 
confusion. This book is a distinctly valu- 
able addition to surgical literature. 


CORRESPONDENCE. 


LONDON LETTER. 





BY G. F. STILL, M.D., F.R.C.P. 


In the obituary of the month there should 
’ figure a long list of London medical societies 
which have now passed away; many full of 
years and honors, but very few full of 
riches. Valedictory addresses were deliv- 
ered, and the obsequies performed with all 
ceremony and decency, but none the less 
there is something of sadness in the thought 
that societies which have been famous in 
the medical world for many years—some 
for a quarter of a century, one for over half 
a century, and one for more than a cen- 
tury 





have during the past month breathed 
their last and passed away forever. No less 
than fifteen societies have just ceased to 
exist as separate bodies and have been 
amalgamated to form the Royal Society of 
Medicine, which was inaugurated this 
month by a meeting at 20 Hanover Square, 


the home of the former Royal Medical and 
Chirurgical Society, which as being one of 
the oldest and the most prosperous of the 
societies was the natural promoter and 
patron of the scheme. It must be many 
years since such a meeting of the leading 
members of the profession has assembled in 
the room or hall at Hanover Square; many 
found standing-room with difficulty, and a 
long queue awaited entry in the passage 
leading to the hall. 

Mr. Warrington Haward, as president of 
the late Medico-Chirurgical Society, took 
the chair, and a formal resolution for the 
amalgamation of the fifteen societies was 
moved by Sir Richard Douglas Powell, the 
president of the Royal College of Physi- 
cians, and seconded by Mr. Henry Morris, 
the president of the Royal College of Sur- 
geons. Both referred in tones of highest 
appreciation to the devoted labors of Sir 
William Church, former president of the 
Royal College of Physicians, to whose tact 
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and perseverance the amalgamation was 
largely due. The king had graciously 
granted a charter for the new Royal Society, 
and the acceptance of this was moved by Sir 
William Church. An important item in the 
business was the election of the first presi- 
dent of the Royal Society of Medicine, and 
on the motion of Sir Thomas Smith, 
seconded by Professor Osler, Sir William 
Church was unanimously elected, and it 
was generally felt that no better occupant 
for the presidential chair could have been 
found, for Sir William Church, as Pro- 
fessor Osler said, “is that rare bird in the 
medical profession,” not only a distinguished 
physician but a man of business, and indeed 
his tall and commanding presence, together 
with his courtesy and justness, gives him a 
dignity which adorns a presidential office. 
As he took the chair now vacated by Mr. 
Warrington Haward, the latter formally 
handed him the master-key of the building 
which is to be the home of the new society. 

And so the inaugural meeting ended, and 
the Royal Society of Medicine entered upon 
its career, which should do much to advance 
medical science in this country. It will have 
a library consisting chiefly of that which 
belonged to the Medico-Chirurgical Society, 
but with additions no doubt from the in- 
corporated societies, making the finest 
medical library in this country next to, if 
indeed not equally with, the library of the 
Royal College,of Surgeons, and offering 
the great advantage that books may be 
taken out under certain conditions. The 
name of the new society is somewhat unfor- 
tunate, for it must lead to obvious confusion 
in speech: there exists already a Royal 
Society the Fellowship of which is regarded 
as the highest scientific honor obtainable in 
this country. It is obvious that unless the 
full name of the new society is given each 
time it is mentioned, its Fellowship might 
be mistaken for the coveted F. R. S. ; indeed, 
it was evident in the president’s opening 
speech that he labored under this difficulty, 
for at times he corrected himself as he was 
about to speak of the “Royal Society,” a 
term which is the more ambiguous here, for 
many of the Fellows of this new organiza- 
tion are really Fellows of the Royal Society, 
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and papers read before the sections of this 
new society will sometimes deal with matter 
which is being brought before the Royal 
Society proper. 

Whilst, however, some societies have 
died, new ones are being born; I mentioned 
only last month the Association of Physi- 
cians of Great Britain and Ireland. Now 
another has sprung into being, a “Society 
of Tropical Medicine and Hygiene,” with 
Sir Patrick Manson for its first president, 
and Prof. R. Ross for its vice-president. 

At St. Mary’s Hospital recently Dr. Lees, 
whose term of office as physician there has 
just expired, delivered a most interesting 
farewell address, in which he mentioned 
some of the many advances in treatment 
which he has himself brought about in the 
past twenty years. He pleaded eloquently 
for more careful percussion of the heart; he 
said that it was failure of the right side and 
not of the left which was the common 
cause of death in pneumonia; a large pro- 
portion of the enormous number of fatal 
cases of pneumonia each year might be 
saved if the doctor would_take pains to 
percuss out the right margin of the heart 
properly, and if he found it enlarged, would 
bleed or leech. A patient with a distended 
bladder is thought to require immediate 
relief; a patient with so dangerous a condi- 
tion as an overdistended right heart, equally 
easy of relief, is left to take his chance 
because the practitioner’s percussion is in- 
adequate and bleeding is out of fashion. 
The value of the ice-bag in pneumonia was 
also emphasized, and Dr. Lees said he is 
satisfied that its good effect is due to a bac- 
tericidal influence, depending upon the in- 
hibition of bacterial growth by a low tem- 
perature. He declared his conviction also 
that the micrococcus described by Drs. 
Poynton and Paine as the cause of rheu- 
matism is no chance contamination, but is 
as constantly present in rheumatism as the 
pneumococcus is in pneumonia. Passing on 
to the treatment of pulmonary tuberculosis, 
he said that during the past two or three 
years he had treated all his cases of this 
disease with continuous inhalations by 
means of a Yeo’s respirator, on which was 
placed a mixture of carbolic acid, creosote, 























iodine, alcohol, ether, and chloroform. The 
inhaler is worn day and night, and removed 
only at meal-times. Six or eight drops of 
the mixture are dropped on the sponge of 
the inhaler, every hour while the patient is 
awake, and several times during the night. 
This rapidly relieves cough, and patients 
seem to derive great benefit from its use. 
Dr. Lees closed his address with a com- 
parison of the good results which medical 
treatment can obtain in acute bacterial in- 
vasions with the disappointing failure of the 
most modern methods of therapeutic inocu- 
lation in these diseases—a necessary en- 
couragement in these days of pessimism and 
skepticism as to the value of the drugs and 
methods which we have used so long. 

At the final meeting of the Pathological 
Society of London, which took place this 
month, the president, Dr. Pye Smith, deliv- 
ered an address which took the form of a 
historical review of the society since its 
inception in 1846. The first president was 
Dr. C. J. B. Williams, a pupil of Laennec, 
and since his time amongst the list of presi- 
dents there have been such distinguished 
men as Sir Thomas Watson, Sir Richard 
Quain, John Hilton, the author of the fam- 
otis work on “Rest and Pain,” Sir William 
Jenner, Dr. Murchison, Sir James Paget, 
Sir George Humphry, and quite recently 
the late Sir John Burdon Sanderson, not to 
mention some of those still living—for in- 
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stance, Sir Samuel Wilks, Mr. Jonathan 
Hutchinson, and Dr. Pavy. Surely one may 
be forgiven for grieving over the death of a 
society to which so many earnest and dis- 
tinguished workers have given some of 
their best labors. 

At the Royal Institute of Public Health 
the Harben Lecture this year was delivered 
by Professor Ehrlich on some experimental 
researches in therapeutics. A reception was 
also held by the president and Council of 
the Institute the next day, when a large 
assembly gathered to meet Professor Ehr- 
lich and his wife. Dr. Wynter Blyth, who 
is well known as a writer on foods and food 
analysis and upon the detection of poisons, 
has just retired from the post of medical 
officer of health to the Marylebone district 
of London, an appointment which he has 
held for thirty years. The death of Dr. 
Julius Dreschfeld, of Manchester, removes 
from the profession in this country a very 
distinguished physician. He was Lecturer 
on Pathology and subsequently Professor of 
Medicine at the Victoria University. Born 
in Bavaria, he knew scarcely any English 
when he first came to Manchester, but such 
was his genius and perseverance, and such 
is the appreciation of all true worth from 
whatever land it may come in this country, 
that Professor Dreschfeld attained a fore- 
most position in medicine in the land of his 
adoption. 


NOTES AND QUERIES. 


ELEMENTS OF A SUCCESSFUL 
CAREER. 

The dangers which attend professional 
life are many. The road to honor and 
success has many pitfalls which are at 
times difficult to see and avoid. At the 
very beginning of his career the young 
professional man should definitely settle 
a few things, such as what is to be his 
chief aim and what his standard of suc- 
cess. The author suggests for adoption 
three general principles or rules for guid- 
ance in professional life. The first con- 
cerns the attitude the physician takes 


toward his work; the second, his relations 


to his patients; the third, his relations to 
his colleagues in medicine. 

Love Your Work.—The physician’s at- 
titude of mind toward his work goes far 
to determine his enjoyment of it. His 
cares are many and his responsibilities 
great; the drudgery of his work soon be- 
comes wearisome, unless in all and through 
all he can keep his scientific interest in his 
profession. He must love his work if he 
would succeed in it. He may not retain 
through life all of his early enthusiasm, 
but as long as he lives he should be a 
student of medicine. It is only this inter- 
est, coupled with the thought that he is 
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rendering helpful service, which lifts the 
practice of medicine. above the treadmill of 
routine and brings genuine satisfaction and 
happiness in the midst of arduous labor. 

Serve Your Patients—The rule which 
should govern a physician’s relation to his 
patient, although at times difficult of ap- 
plication, may be stated in a few words. 
He should always act in the best interest 
of his patient. Under no circumstances 
should he allow self-interest, expediency, 
or, in fact, any other motive, -to influence 
his judgment or his action. The principle 
once accepted, he can seldom go wrong; 
but if a firm stand is not taken at the out- 
set, and if other considerations are per- 
mitted to weigh in his mind, little by 
little he may come to lower his ethical 
standards until he finds himself drifting 
in dangerous waters, where shipwreck is 
only a question of time or circumstance. 

Treat Your Professional Brethren Gen- 
erously.—The rules by which the rela- 
tions of a physician to other members of 
his profession should be determined have 
been in the past a subject of much dis- 
cussion. At different times various codes 
have been drawn up which have attempted 
to formulate proper rules of conduct. The 
relationships of physicians to one another 
may be and often are among the most 
delightful known, whether they meet in 
association for scientific discussion or as 
fellow-workers in the great cause of heip- 
ing humanity. They form a sort of guild 
or brotherhood all over the civilized world. 
There is among them a sympathy, a spirit 
of fraternalism, which all who have known 
it must pronounce as one of the greatest 
joys of life. Such the physician’s relations 
may be; everywhere such they have al- 
ways been among the great souls of the 
profession. 

But it is humiliating to admit that, 
“owing possibly to the very personal char- 
acter of the competition in the practice of 
medicine, the feeling of rivalry between 
physicians too often predominates over 
every other sentiment. Even without de- 
liberately intending to do so they readily 
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yield to the temptation, by unkindly and 
unfraternal criticism, to undermine the 
influence and to injure the reputation of 
their colleagues. In smaller places par- 
ticularly, where each man works most of 
the time by himself, the petty jealousies 
of physicians are very common, but most 
undignified and unworthy. 

Nothing does so much to weaken the 
influence of the profession as this spirit. 
The public has no patience or sympathy 
with it. If the physician’s outlook were a 
larger one, his interest in science greater, 
this could not endure. He should cultivate 
a liberal attitude, and, conscious of his 
own mistakes, be charitable toward those 
of his fellows. This generous spirit always 
begets generosity; while the man who 
always stands on his dignity, ever watchful 
lest his rights “are encroached on, finds 
himself with a grievance most of the time. 
In all intercourse with others of his pro- 
fession there is only one rule for the 
physician’s guidance, viz., to act toward 
them as he would wish them to act toward 
him. 

CONCLUSION. 


The author has pointed out some of the 
tendencies and alluded ‘to some of the 
dangers which to-day threaten medicine as 
a profession. Its future glory or shame 
rests largely with you who are the stu- 
dents of to-day. See to it that you al- 
ways stand for the dignity and honor of 
your profession. If the physician’s life is 
a strenuous one, its rewards are many and 
are within the reach of every one who with 
diligence and unselfishness will seek to 
serve his generation. It is the law of the 
moral universe that there are no short 
cuts to knowledge, no such thing as ready- 
made experience, and no counterfeit for 
character. Real and lasting success rests 
now, as always, on honest work and per- 
sonal worth; or, as Lowell has put it, 


God’s price is high, but nothing else 
Than what He sells, wears long. 


—Hott, in the Journal of the American 
Medical Association, March 9, 1907. 





